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ABSTRACT 

Thi. roan^aal is intended to acquaint the faculty of 
physician assistant (PA) training programs with a model geriatric 
clerkship and to assist them in the process in implementing a similar 
clerkship. A detailed outline of the curriculum goals of a geriatric 
clerkship is included. The next section contains curriculum units on 
the following topics: communication skills, evaluation of health 
status, management of common health problems in noninst itutional 
elderly persons, health promotion/disease prevention, family and 
elder counseling, and long-term care issues. Suggested criteria for 
establishing a clerkship are enumerated. The following implementation 
steps are discussed: obtaining administrative support; adapting the 
model clerkship to the individual clerkship structure of a given 
program; implementing a preclerkship geriatric curriculum; generating 
faculty support for the clerkship plan; locating, selecting, and 
negotiatir.g with appropriate training sites; selecting clinic 
preceptors and providing faculty deve*^ ^^ment as necessary; selecting 
or developing written and audiovisual training materials and 
evaluation forms; developing a learning experience schedule; 
recruiting and scheduling individual students; following students and 
evaluating their progress; and evaluating the clerkship program. (Ten 
appendixes include an annotated bibliography on the role of PAs in 
geriatric medicine, an abstract of Medicare provisions for 
reimbursement of PAs, lists of geriatric care centers, bibliographies 
of materials of geriatrics, lists of facilities providing geriatric 
care, and answers tc the postassessment test.) (MN) 



ERLC 



o 
rg 

UJ 



MODEL GERIATRIC CLERKSHIP 
FOR PHYSICIAN ASSISTANT STUDENTS; 



The Continuum of Elder Care 



Manual for Physician Assistant Programs 



U 8 DEPAPTTMENT OF EDUCATION 

OHce Educational Resetrch ind improvemen; 

EDUCATIONAL RESOURCES INFORMATION 
CENTER (ERIC) 

H This document has been reproduced as 
' received from the person or orgamration 

originating it 
r Minor Ch*ng3S hl^e been made to irrprOve 

reproduct'On quality 

• Points of viewot opinions stated mthis docu 
ment do not necessarily represent oHtcai 
OERI positioner policy 




TO THE EDu/aTIONAL RESOURCES 
™/0RMAtI^N CENTER (ERIC, 



Gwen Yeo, Ph.D., and Donna Tuily, PA-C, B.A. 
Division of Family Medicine 
Stanford University School of Medicine 



lERlC 



Supported by contract nuniber 240«55-0056 
Division of Medicine, Bureau of Health Professions, 
Health Resources and Services Ai-^^^nistratiop, 
Umicd States Department of Health and Human r/ices 



BEST COPY AVAILABl E 



TABLE OF CONTENTS 

PREFACE lii 

INTRODUCTION 1-6 

CURRICULUM GOALS 7-18 

CURRICULUM UNITS 19-78 

1. Communication Skills 23-26 

2- Evaluation of Health Status 27-54 

3. Mai:agement of Com3r.on Health Problemr 

in Non-Institutional Elders 55-60 

4. Health Promotion/Disease Prevention 61-66 

5. Family and Elder Counseling » 67-70 

6. Long Term Care Issues , , 71-78 

SUGGESTIONS FOR IMPLEMENTATION 81 

Suggested Criteria to Establish Clerkship 81 

Steps in the Process of Implementation 82-1A8 

3 . Obtaining Administrative Support 83-8A 

2. Adapting the Model Clerkship to the 
Individual Clerkship Structure of the 

Program RA-85 

3. Implpmenting Pre-Clerkship 

Gr.riatric Curriculum 85 

4. Generating Faculty Support 

for the Clerkship Plans and Obtaining 
Appropriate Institutional Curriculum 

Review 86 

5. Locating, Selecting, and Negotiating 

with Appropriate Training Sites 86-96 

Checklist for Selection of Clinical Sites 93 

6. Selecting Clinic Preceptors 

and Providing Faculty Development 

as Necessary 96 



i 



3 



7. Selecting or Developing Written 
and Audio-Visual Teaching Material 

and Evaluation Fonns 96-98 

Sample Evaluation Instruments 99-130 

8. Developing Schedule of Learning 

Experiences ^ ... . 131 

Sample Schedule c 132-1A6 

9. Recruiting and Scheduling 

Individual Students 147 

10. Following Students and 

Evaluating Their Progress 1A7 

11. Evaluating Clerkship, 

Revising as Needed 147-1A8 

APPENDICES 1A9-2A6 

A. PAs in Geriatric Medicine: 

An Annotated Bibliography 153-162 

B. Abstraict of Medicare Legislation 

Allowing Reimbursement for Ph Services 163-166 

C. List of Geriatric Education Centers (GECS) 167-176 

D. Graduates of Geriatric Education for 

PA Faculty (GEPAF) Program 177-182 

E. Bibliographies of Geriat "ic 

Textbooks, Journals, and Articles 183-220 

Article Evaluating Textbooks 217-220 

F. Order Blank for Geriatric 

Curriculum Resource Package 221-224 

G. List of Geriatric Research, 
Educational aid Clinical Centers 

(GRECCs) in VA Medical Centers 225-232 

H. List of Area Health Education Centers (AHECs) 233-236 

I. List of Hospital Based Home Care 

(HBHC) Programs in Va Medical Centers 237-242 

J. Answers to Post-Assessment Test 243-246 

GLOSSARY 247-250 

INDEX 251-256 



Ierlc 



ii 

4 



PREFACE AND ACKNOWLEDGEMENTS 



The contents of this manual were developed to assist 
Physician Assistant training programs in implementing a geriatric 
clerkship, with the assistance of a Working Committee, 
consultants, field test coordinators, and a staff rich in 
expertise in gei latric education, the Division of Family Medicine 
at Stanford University School of Medicine developed the Model 
Geriatric Clerkship for PA students as part of a contract with 
the Bureau of Health Professions. 

We are particularly indebted to the following highly skilled 
contributors to the Model for their interest, support, time and 
talents: 

Project Officer Don Buysse; Members of the Working Zommittee 
Walter Bcrtz, M.D.; Bill Kent, PA-C, M.A.; Carol McMorrov , PA-C, 
B.H.S.; Kathy Orchen, PA-C, M.P.H.; Correne Treguboff, F.N. P., 
M.H.S.; John Walsh, M.D. ; and Antonette Zeiss, Ph.D.; Consultants 
Rein Tideiksaar, Ph.D.; Mary Goldstein, M.D., and Ron Garcia, 
Ph.D.; Field Site Coordinators Kathy Kundert, of MEDEX Northwest 
PA Program at the University of Washington, Seattle, Marc Dicker, 
of Wichita state University PA Program, and Ron Dobrzynski, of 
Mercy College of Detroit PA Program; the preceptors and other 
clinical supervisors in the field test training settings; and 
most of all — the ten PA students who gave a month of their 
lives to field test the Model for the students who will follow. 

After the materials describing the Model were drafted in 
1986, they were field-tested in three PA training programs 
representing varied types of organizational affiliations and 
structures and varied geographical areas. Those programs were: 
MEDEX Northwest at the University of Wnshington, Seattle; Mercy 
College in Detroit, Michigan; and Wichita state University in 
Wichita, Kansas. In addition, the Stanford-Foothill Primary Care 
Associate Program conducted an unofficial field test of the 
Model. This manual represents the Model and its revisions made 
as a result of the cumulative experience of those field trials. 

It is our sincere wish that Directors and faculty members in 
PA training programs across the country will find this manual 
helpful enough that it will not be left on the shelf long enough 
to become another dusty reminder of a planning project. We would 
like very much to hear from you as you consider the appropriate- 
ness of the Model for your program and ponder the type of 
modifications that would make it most usable. If we can help by 
listening, problem-solving, or sharing the experiences of other 
programs, please write or call us at the Stanford Geriatric 
Education Center, 703 Welch Road, Suite H-1, Stanford University 
School, of Medicine, Stanford, CA 94305, (415) 725-4489. 

Gwen Yeo 

Donna Tully 
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and PhtlggOPhV tSL unique Geriatric Clerksh ip U glng Multiple 
Levels si C^re 

Leaders in the growing field of clinical geriatric education 
express a unanimous opinion that teaching the medical skills 
Involved In caring for older patients Is best accomplished by 
exposing students to elders In a variety of health care settings. 
Because ambulatory, Inpatient, long term care, and community 
experiences are all necessary for students to see the range of 
problems and Interventions Involved In care for the rapidly 
Increasing, heterogeneous population of older adults, the 
traditional clinical rotation In which students are sent to learn 
with preceptors or supervising practitioners In one hospital unit 
or nursing home Is not an adequate model. 

It was this conviction that a new kind of model for a geriatric 
clerkship was needed for Physician Assistant (^A) students that 
led the Division of Medlcln*^ of tha Bureau of Health Professions 
to develop the Initiative and fxindlng for the Model Geriatric 
Clerkship for PA Students In 1985* Based on a thorough review of 
the literature, the experience and expertise of an extremely 
knowledgeable Working Committee, and Insights gained from field 
tests, Stanford University's Division of Family Medicine has 
completed the new model based on the following concepts, 

1. Although each PA training program has Its own unique 
structure and set of resources, the availability of a 
comprehensive, well-grounded geriatric clerkship model will 
allow each program to develop Its own offering In an 
Informed manner. 

2. PA'S will be needed to fill multiple roles In the care of the 
20% of the population aged 65 and over expected In the 2 1st 
century. Including: health education and health maintenances- 
counseling elders and their families; comprehensive 
functionally oriented heal h aiisessment; diagnosis and 
management of routine acute conditions and multiple chronic 
conditions for Independent elders as well as nursing home 
residents; preadmission and posthospltallzatlon care; and 
coordinating home, community, and lnstltutlon-lr<ised long 
term care. 

3. A major determinant of the quality of geriatric care is the 
attitude of the health care provider toward aging and elders. 
PA'S are particularly at risk for developing negative 
attitudes if they are exposed exclusively or primarily to 
very frail elders or nursing home residents and have no 
opportunity to observe the majority of older adults who are 
Independent and functioning well. 
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l^t iruitidisciplinary team is essential 

for good geriatric care. 

^* ^!!J-*«r*ii"°^'5^f.*"** ^^^^^^ important for adequate health 
?rfdi?foSi?*^*?i?^^^T^t* different from those found in 

f??:! D*^ '^'^'^^^ medicine, chief aaong those are: the 
ability to avoid the mistaken attribution of treatable 
illnesses to normal aging, and thereby miss the opportunity 
to intervene; the ability to adjust pharmacological therapj 
appropriately for the unique physiological changes that may 
occur with age and the dangers inherent in poly|harmacy; ^ 
diagnostic and treatment skills for those chronic conditions 
that occur frequently among older adults, especially in view 
of common atypical presentation and multiple pathology. 

Pequirep?it? Stl imsl Pase4 fin contract Specifications 

The Model Geriatric Clerkship was required by the contract from 
the Bureau of Health Professions to have the characteristics 
listed below. 

1. It must be a 4-6 week block clerkship. 

2. It must focus on care of the elderly in a variety of 
clinical settings. ' 

3. It must include the following components: 

a) Clerkship goals that are stated as competencies and 

attributes PA's should have in giving care to well and 
111 elders; 

b) Clerkship units, each of which must contain goals 
behavioral objectives, learning experiences, teaching 
strategies, and approaches for evaluation; and 

c) A proposed format or schedule for the learnina 
experiences. ^ 

4. It must be field tested in three PA prograirs with different 
organizational configurations. 

5. Guidelines for implementation must be included. 



?Mqq?sipi9n? far Uslna this Manual 

The material that is included in this manual is designed to 
acquaint tue faculty of PA'Progsrams with the Model Geriatric 
Clerkship and to assist them in the process of its 
implementations. The usefulness of the Model nd the manual will 
depend completely on the degree to which they are considered 
tools for development of a geriatric clerkship rather than a 
final plan that should be used intact or not at all. It is 
crucial that each program adapt the Model to its own resources 
and structure. 

In beginning the consideration of zhe Model and its fit for 
your program, it is suggested that the Curriculum Goals and 
Curriculum Units be reviewed briefly for their basic approach, 
then the section on Suggestions for Implementation be read 
carefully to structure the process of making decisions and 
assigning tasks that will need to be addressed to assure the best 
possible outcome. It should be emphasized that the recommended 
Steps in the Process of Implementation found in the Suggestions 
for Implementation section are meant to be very rough guidelines 
for tasks that need to be addressed for a successful clerkship, 
but the order and details of those tasks will vary considerably 
among the programs, ^ 

The person who is assigned the responsibility of coordinating the 
implementation of the Model Geriatric Clerkship will need to 
study the Curriculum Units in detail and make recommendations on 
the revisions needed to make the Model fit most effectively into 
the program's structure. Working closely wxth the Director, 
other faculty members in the program and the school, and members 
of the network of geriatric services in the community, the 
coordinator can devise the best possible version of the Model 
that meets the needs of all involved. 
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IWTRODUCTIQW CURRICULUM Ggft 



In order to develop a sound curriculum for the Model Geriatric 
Clerkship, the first task required by the contract was 
identification of the Curriculum Goals. They were to specify the 
competencies and attributes the learners should possess based on 
what program graduates would be required to do as practitioners 
in geriatric care. The following pages contain those Curriculum 
Goals which formed the basic structure and direction on which the 
Model was built. 



Although the Curriculum Goals are targeted to the outcomes of 
learning in a clerkship, they are comprehensive enough to be 
considered goals for the entire geriatric track of a physician 
Assistant training program if the geriatric curriculum is 
integrated throughout the preclinical and clinicil years. 
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CURRICULUM GOALS 

OonpgLencless 

In 2K3diti(»i to cx)frpetencies expected in general clinical care, the special 
perforriianoe responsibilities of physician assistant (PA) practitioners 
caring for older adults include those listed below. In each case the PA 
would be working under the supervision of a practici^ physician. 

I. Communicate in an understanding and clear nanner with elders with an 
awareness of the fol lowing issues. 

A. Realize that elders iiay have an increa.'red response time and high 
probability of hearing and/ or vision losses. 

1. Maintain respectful tone ard language . 

2. Recognize and respond to culturally diverse needs and 
coimunication styles anong elders from various ethnic 
backgrounds. 

3. Use conpensatory techniques effectively when communicating 
with elders with sensory deficits. 

II. Evaluate the health status of older patients using an approach that: 
recognizes the importance of biological, Fx:ial, and psyr^ological 
factors; and en^^iausizes functional assessment in addition to diagnosis 
of disease entities. 

A. Take history frcni patient and/or family members with attention to 
the following areas r 

1. Allcw extended time for elder to describe functional 
prdblems, synptoms, and past health incidents. 

Pace history-taking to allow adequate tiine within the 
constraints of cost-effective clinical care. Use more than 
one session or use caregiver as resource, if needed, to 
ccnpensate for elder •s fatigue or confusion. 

2. Be aware of potential underreporting of synptoms. 

Recognize and ccnpensate for causes of underreporting: 
ageism that leads elders to discount synptoms; embarrassment 
(e.g. incontinence); confusion; depression; age-related 
decrease in pain sensation. 



3. Obtain social history that includes facts about the 
patieiits* place of residency, living arrangeiients and 
transx)rtation5 linportant relationships with family and 
friends; sexu?^ ' ^tory; health insurance; income status an3 
sources; ac^ . ar>d/or occupation. 

4. Obtain past mediral history with special eirphasis ,n: 
accidents or falls; ..redicaticns and their effects; other 
health care provide) s; ijnmuiu2ations; presence of "living 
will** or other instructions concerning life-sustaining 
treatment. 

Follow-up with family or other providers to complete 
information, if needed. 

5. Evaluate complaints and synptoms related to each organ 
system, using knowledge of common geriatric problems.** 

6. Explore current and past n^'^itional status. Inquire about: 
eating alone, need for assistance in shof^ing and preparing 
meals, financial constraints. 

7. Recorj current prescription ar^i over-tri^ounter medications. 
Have elder bring in all medications. 

Inquire about elder's usage and understanding of his/her 
'^ications. 

Include health behaviors: smoking, alcohol, exercise. 

B. Perform a jAiysical examination of elders with no mobility 
inpairment as well as those v4io are bedbound, in wheel chairs, 
or confused. Using gentle techniques, treat elders with 
dignity, and avoid unnecessar/ embarrassment. In addition to 

the standard review of systems, special attention is given to the 
variations needed for older patients, reflecting unique geriatric 
problems.** The examination m?*' be conducted in an office, 
hospital, home, or nursing hont '>etting. Adapt exam as necessar^^ 
for elders with disabilities. 

C. Perform (or arrange for and interpret) additio*>al evaluations in 
following areas. 

1. Activities- of daily living (ADL) 
CSDserve functiOi^l level vrtien appropriate 

2. Instrumental activities of daily living (lADL) 
Ask elder to demonstrate function 

Details will ]>e provided in behavioral objectives. 
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3. Psychological screening 

a. Mental status: Folstein Mir* Mental Status Exam 
(cognition) 

b. Depression 

c. Stress and coping 

d. Sensory deprivation 

e. Refer for evaluation of psychological distress such as 
anxiety, panic, paranoia (especially with sensory 
loss) , agoraphobia, if suspected 

4. Incontinence screening 

5. Evaluation for safety of home environment by home visit 

6. Specific dementia assessment if indicated by mental status 
exam or history 

7. Screens: 

a. Stool guaiac for colorectal cancer 

b. Tonometry for glaucoma 

c. Pap smear for cervical cancer 

d. MamnograE*iy for breast cancer 

8. Laboratory tests,** as indicated, with attention v*aen 
interpreting results to normal differences in the parameters 
that can occur with age. 

Minimize unnecessary prctolems with transportation, mobility, 
or cost when order ir>g tests. 

D. Levelop a problem list focused on geriatrics reflecting 
functional issues related to both chronic and acute conditions. 

E. Prioritize prc*>lems listed and de u-.op management nlar. 

III. Manage common health problems in non-institutionalized elders. 

A. Diagnose and manage routine care of major types of chronic and 
acute illnesses affecting elders.** Evaluate medications and 
other treatments, functional level, and presence of new synptoms 
in periodic foUcw-iqp contacts, with special attention to the 
following conron situations; 



Details will be provided in behavioral objectives. 
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1. Multiple pathologies 



2. Iatrogenic conditions 

3. Atypical presentation of disease 

B. Utilize consultation^ and make referrals to clinical specialists^ 
home health agencies, rehabilitation specialists, hospice support 
groups, and other coifnunity agencies v4ien needed to maximize 
function of elder patient. 

Case manage elder's health care. Maintain complete file of 
geriatric resources and specialists In community. 

C. Work with other health care providers as team or health care 
member in giving geriatric care In various settings, including 
outpatient, inpatient, home-healtJi, geriatric assessment, 
rehabilitation, and skilled nursing facilities. Coordinate care 
with other health care professionals, such as: physician 
specialist,, social worker, nurse, physical therapist, 
occupational therapist, nutritionist, podiatrist, psychologist/ 
psychiatrist, dentist, phamBcist, religious counselor. 

D. Assist with admission and discharge from acute ceire hospitals: 
perform preoperative evaluation and post operative follcw-up as 
needed. 

Perform health promotion/disease prevention services as designated 
bela^. 

A. Administer recormended ijiwunization. 

B. Give health education to elders, their families or groups of 
elders for the purpose of health promotion, health 
maintenance, and disease prevention. Inportant areas for 
elders include: 

1 . Nutri tion 

2 . Exercise 

3. Risks of smoking and alcohol abuse 

4. Fall and accident prevention 

5. Breast self-examination 

6. Use of medications, signs and dangers of iatrogenic 
•jonplications 

7. Tenperabire regulation 

8. Oral hygiene 

9. Self-management strategies for chrcaiic diseases 
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10. Health insurance 

11- Prevention of complications of immobility: contractures, 
pressure sores, osteoporosis, pneumonia 

12. Crijne prevention 

13. Resources to maintain maximum independence 

14. Elrergency resources 

C. Maintain records of regular chx:k-iips. Administer screening 
protocols. 

D. Administer routine health maintenance, such as: 

1. Foot care 

2. Removal of inpacted cenmen 
Counsel with elders and their family members. 

A. Listen c^ipathetically and provide information on cations for 
dealing with camon stresses and problems encountered by older 
adults with special en^Aiasis on sipport for danentia patients and 
their fcunilies. 

B. Give consultation rvd follow-up in decision-making and health 
maintenance issues, including the following: 

1. Housixkg resources and relocation decisions 

2. Conmunity resources for health and cocial support including 
respite care for families, family support groups, and 
psychotherapy 

3. Admission and discharge planning to hospitals, rehabilitation 
units, intermediate care and skilled nursing facilities 

4. Medi-<:are/Medicaid, including resources for assistance with 
forms 

5. Hospice care for dying patients 

C. Support family members and provide information on options for 
treatment or assistance in cases of: 

1. Family conflict regarding care of an elder 

2. Decisions for treatment vAien eldeis cannot make decisions 
for themselves; keep on file elder's current instructions 
for life-sustaining or "code" care 

3. Bereavement 
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D. Give suK»rt, counsel, and assistance to elders in cases of elder 
abuse. Report to legal agency. Refer to prot3ctive services. 

E. Give special assistance - including ccX)rdination of resources - 
to elders without family si?^rt 

VI. Perform special cortpetencies needed in long term care settings 

A. Perform pre-admission assessments in residential settings 

B. For patients with mc4>ility irnpairments, help reduce complications 
of iJTinobility by: 

1. Reconmending and supporting utilization of programs by 
E*iysical therapists or caregivers to maintain activity 
le>;els at highest possible functioning; monitoring indices 
of function (e.g. range of motion) 

2. Monitoririg signs of contractures and pressure sores 

3. Monitoring signs of constipation and dehydration 

C. Support staff or caregivers' efforts towards: 

1. Decreasing and/or preventing depression by increasing 
elder's autonomy as much as possible 

2. Providing sensory and intellectual stimilation in activity 
programs 

3. Helping the elder with life review or reminiscence 

4. Establishing si^port groups for family matters of residents 

5. Providing bcwel and bladder training 

D. Utilize the following procedures vAien necessary 

1. Debridement of pressure sores 

2. Insertion of 

a. Urinary catheters 

b. Nasogastric tubes 

3. Treatment for 

a. Pneumonia 

b. Urinary tract infection 

4. Removal of fecal inpaction 
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5» Assistance with and education of caregivers in the 
management of gastrostomy tubes 

F. Monitor use of medications, especially those prescribed on a PRN 
basis; monitor changes in mental status and behavior as a 
correlate of medication use 

Attributes ; 

The Ftiysician Assistant Practitioner coring for older adults should possess 
the fo]lcwing attributes: 

1. i^preciation of the role of other interdisciplinary team members in 
providing effective health care for older adults. 

2. Recognition of the diversity within the older adult population, 

3. Sensitivity to the consequences of negative ageist stereotypes of 
older people. 

4. Recognition of the danger of attributing merely to old age the 
treatable disabilities among older adults. 

5. SuE^x)rt for the value of autonomy and independence of older adults as 
appropriate for the well-being of older adults, with special 
sensitivity to the danger of "ixifantilization" of older patients, and 
to the need for dignified and respectful treatment. 

6. ^preciation of the need for patience tn interacting with older adults, 
due to slower response times. 

7. Belief tn the capacity of elders to improve physically and 
psychologically, and to profit from rehabilitation strategies. 

8. Concern for the self-^teem of older adults in view of frequent threats 
to feelings of self-confidence. 

9. Brrpathy for older adults undergoing losses in social roles, and/or 
sensory and functional abilities. 

10. ResKiCt for sexual needs and behavior among elders. 

11. Respect for role of the family caregivers and other family members of 
older patients, support for them as the major source of health care and 
recognition of their own health care and respite needs. 

12. Commitment to cost-containment strategies consistent with effective 
and humane geriatric care. 

13. Concern for the constant danger of iatrogei^ipsis from medical treatments 
of elders' conditions. 

14. Sensitivity to the difficult ethical issues involved in geriatric care. 
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15. Support for value of death with dignity, as exemplified in pain-free, 
conscious, tenninal illness, including clear cofTmunication with 
intimates and minimal technological intervention. 



16. Sensitivity to cultural variations in health beliefs ard health behaviors 
among minority elders. 

17. Commitnent to the value of life-long learning by the PA for continued 
increase of knowledge in the field of geriatrics and aging. 
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INTRODUCTTOW IQ CURRICULUM UNITS 

Although many programs begin planning clerkships by identifying 
clinic&l training sites and making schedules of where to send 
students on what days, it is helpful to first consider what 
knowledge, skills, and attitudes students are expected to learn 
fKiid how thfey are expected to learn them during their 
participation in the clerkship. Since in geriatrics the content 
areas, as well as the settings, are varied if students are to see 
the full range of caM for older adults, the Model's six 
Curriculum Units on the following pages are developed to 
emphasize different aspects of that care. They are not 
necessarily in chronological order; in fact, contents of most of 
the Units will probably be taught concurrently. For example, the 
skills involved in good communication with elders covered in Unit 
One will most likely be taught continually throughout the 
clerkship in outpatient, long term care, and health promotion 
settings, along with the skills emphasized in the later Units. 

Each of the Curriculum Units contains sections on the goal, 
characteristics of the learners, learning objectives (based on 
the Curriculum Goals in the previous section) , content, learning 
experiences, support services needed, and methods of evaluation 
for the subject to be taught. Format for the units were based on 
the Kemp Model of Instructional Design.^ Of course, the units 
will need to be adapted to the type of resources, schedule, and 
students in each program. As mentioned elsewhere in this Manual, 
the coordinator planning the geriatric clerkship will need to 
consider especially the wisdom of including the seminars and 
readings that are included in the Units in this Model, given the 
traditional method of clinical training and teaching personnel 
available in that particular program. 

One particular organlzationa] strategy for the Curriculum Units 
should be noted, and that is the placement of the material on 
dementia. Although the evaluation and management of confusion 
and impaired cognitive status could logically be included in 
several of the Units, the readings and emphasis for that topic 
was placed in Unit Five: Family and Elder counseling since 
dementia is so frequently the focus of interaction with 
caregivers of frail elders and other family members. It does, of 
course, need to be considered as an integral part of both 
outpatient and long term care as well as in the functionally 
oriented evaluation of health status. 

REFERENCE 

1. Keap, J Instructional Design! & Plan for Unit an^ Course 
Dgvglgpwent (2nd ed.), Belmont, CA: David S. Lake, 1977. 
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KEEL (^lATBlC Cl£SSSBIP FOR FeVSICIAN ASSISTAHT GTCDENrS 

CURRICULU M UNIT ONE 
OGMUnCATIGN SKII2£ 

I. Goal 

This unit is designed to introduce students to age-related changes 
that affect canamication and to increase students* skills in communi- 
cating with elders. 

II. Learner Characteristics 

Students are in physician assistant training programs taking a 
clerkship in geriatrics. Prior training in clinical primary care, and 
some didactic training in geriatrics/gerontology are assumed. 

III. Learning adjectives 

A* After completion, students should be able to: 

1. Maintain respectful tone and language. 

2. Communicate in an understanding and clear manner in view of 
elders' increased response tiro ard high probability of hear- 
ing and/or vision losses. 

Use compensatory techniques effectively v*ien communicating 
with elders with kncwn sensory deficits. 

3. Recognize and respond to culturally-diverse needs and 
coitFiunication styles among elders from various ethnic back- 
grounds. 

B. Ti\e following attributes should be exhibited: 

1. Sensitivity to cultural variations h\ health beliefs and 
health behaviors among minority elders. 

2. ^reciation of the need for patience in interacting with 
older adults in recognition of slower response tiines. 

3. Recognition of the diversity within the older adult 
population. 

4. Sensitivity u> the consequences of negative ageist stereotypes 
of older people. 

5. Recogrition of the danger of attributing to merely old age 
the treatable disabilties of older adults. 
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6. Belief in the capacity of elders to improve pliysically and 
psychologically^ and to profit from rehabilitation strategies. 

7. Concern for the self-esteem of older adults in view of 
frequent threats to feelings of self-confidence and value. 

8. EJrpathy for older adults undergoing losses in social z^^les, 
and/or sensory and functional abilities. 

IV. Subject Content 

A. Common sensory and response-rate changes among older adults, their 
influence on communicatior and elders' adaptive strategies for 
each. 

1. Vision 

a) Lens cecity /cataracts 

b) Macular degeneration 

c) Glaucona 

d) Diabetic retinopathy 

2. Hearing 

a) Presbycusis/sensorineural loss 

b) Conductive hearing loss/cerumen impaction 

3. Speed of Response 

B, Social and psychological issues in communication. 
1. Wide diversity on most variables 

a) Ethnic diversity 

1) Language 

2) Role of elders 

3) Health beliefs and behaviors 
b) Cognitive and social skills 

2. Ageism among both health care providers and patients, 

3. Ccmmonly-encountered characteristics affecting communication. 

a) Need for social interaction and confirmation of personal 
worth. 

b) Anxiety and/or depression 
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c) Q?nftasion 

V. Pre-Assessment 

If resources are available students* ccntmunication skills can be 
assessed before the unit by an ctoser/ed or videotaped interaction 
with an older patient. 

VI. Learning E>qperiences 

A. Reading assignments: 

!• Pfeiffer E; Some Basic Principles of Working With Older 
Patients. J Am Geriatric Soc 33:44, 1985 

2. Butler R: Hie Doctor and the Aged Patient. Hosp Practice 
13:99, 1978 

3. Libcw L ft Sherman F (eds.) : Ihe Core of Geriatric 
Medicine. St. Louis, CV Mosby, 1981 

a) Chapter 3, Interviewing and history taking, pages 38-45 

b) Chapter 9, Hearing disorders 

c) Chapter 10, Visual disorders 

4. Kim S: Ethnic Elders and American Health Care — A 
Physician's Perspective. Western J Med 139:885, 1983 

B. Seminar Activities 

1. View videotape: "Age Related Sensory Loss: An Bmpathic 
Approach". 

2. Participate in discussion session on communication, 
including cultural variations and ageism. 

3. Act out a simulated communication with an elder v*io has 
hearing loss. 

C. Communication with Older Patients * 

1. Take a health history. 

2. Conduct a prc*>lem-orlented patient encounter. 

3. Participate in patient encounter with elder ^**k) immigrated 
from a country where English is not spoken, if possible. 

* Note: Remainder of learning activities in Unit One are also listed in 
following units. 
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D. Patient Education/Counseling 

1. Give individual health education/maintenance instruction on 
chronic condition, 

2. Give a group presentation to a group of seniors. 

3. Ctonduct a patient encounter on a problem involving emotional 
or psycho-social issues. 

E. Family Consultation/ counseling 

1. Conduct a consultation with family caregiver or other family 
member on caregiver or elder's problem. 

VII. Sigyort Services 

In addition to the clinical training sites that would provide the 
opportunity for individual, group, and family interaction, resources for a 
seminar session should also be available. TBiese would include: 1) a small 
space for reading, videotape viewing, and discussion; 2) video equipment 
to view a 3/4" t^^; and 3) a seminar coordinator to spend 30 minutes with 
the student to discuss ageism, and ethnic issues ani to participate in role 
play of elder witt. hearing loss. 

VIII. Evaluation 

A. Competency Skills Rating 

1. Performance ratings on student's communication skills by: 

a) Site or clerkship coordinator 

b) Student 

c) Elders and families 

B. Attitude assessment 

1. Ratings of attitude toward elders corrpleted by: 

a) Site coordinators 

b) Elders and families 

2. Journal records of interviews and emotional reactions 
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MCOBLi GQUJmaC CU3(KSBIP FOR FBySICIAN ASSISTANT STUEENTS 



CURRICULUM UNIT ^IWD 



EVAUATION CP BEAUni STATQS 



I. Goals 

In this unit, techniques of assessing an older patient's health status 
using a functional reproach will be introduced • 

II. Learner Characteristics 

Students are in i*;ysician assistant training programs taking a 
clerkship in geriatrics. Prior training in clinical priirary care, and 
some didactic training in geriatrics/gerontology are assumed. 

III. Learning Objectives 




After completion the student should be able to do the following: 

A. Evaluate the health status of older patients usinc, an approach 
that: recognizes the importance of biological, social, and 
psychological factors; and enphasizes funtional assessment in 
addition to diagnosis oi disease entities. (Form that can be used 
for assessment can ba found at end of Curriculum Unit 
Two.) 

1. Take history frori patient and/or family mepbers with attention 
to the following areas: 

a) Allow extended tojne for elder to describe functional 
problems, synptoms, and past health incidents. Use more 
than one session or use caregiver as resource, if needed, 
to compensate for elder's fatigue or confusion. 

b) Be aware of potential underrreporting of symptoms. 
Recognize and conpensate for causes of underreporting: 
ageism that leads elders to discount synptoms; embarrass- 
ment (e.g. incontinence); confusion, depression; age- 
related decrease in pain sensations • 

c) Obtain social history that includes transportation, and 
living arrangements; important relationships with family 
and friends, especially the presence of a confidante; 
sexual history; health insurance; income status and 
sources; activities and/or occupation. 

d) Obtain past medical history vith special emphasis on: 
accidents for falls; medications and their effects; other 
health care providers, iinmunizations, presence of "living 
will" or other instructions for life sustalnix^ treatjnent 
decisions. 




e) EScplore current and past nutritiorial status. Inquire 
about: frequency of eating alone, need for assistance in 
shopping and preparing meals, financial contraints on food 
purchases, typical daily diet. 

f ) Record current prescription and over-the-counter 
medicaticris. Have elder bring in all medications. 
Inquire about elder's usage and understanding of h^s/her 
medications. 

g) Inquire about health behaviors: smoking, alcohol, 
exercise, 

h) Inquire about ^orrplaints and symptoms related to each 
organ system, reflecting knowledge of common geriatric 
problems. (See section on attached assessment form for 
specific topics.) 

Perform a physical examination of elders with no motility 
iitpairment as well as those v*k> are bedbound, in wheel cyiairs, 
or confused, using adaptive techniques for elders with 
disability. Treat elJers wuh gentleness and dignity, 
avoiding unnecessary embarrassment. The examination may be 
conducted in an office, hospital, home, or nursing home 
setting. In addition to the standard review of systems, give 
special attention to the variations needed for older patients, 
reflecting unique geriatric problems as follows: 

a. Vital signs 

1/ attend to repeated blood pressure measurements, 
postural changes in blood pressure suggestive of 
orthostatic hypertension, the risk of systolic 
hypertension, relation of current medication to blood 
pressure 

2) be aware of the need for baseline data on respiration 
to help assess possible future conplaints such as 
dyspnea or conditions such as pneumonia 

3) recognize variations within the normal ranges common 

- older adults in pulse irregularities and weight 
changes 

b. General appearance and behavior 

1) poor personal grooming and hygiene as a possible sign 
of poor overall functioning and/or depression 

c. Skin 

1) watcii for possible basal cell carcLiomas and 
actinic keratoses 
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2) watch for ulcerations or infections in lower 
extr^amities that could signal vascular or neuropathic 
problems, especially among diabetics 

3) watch carefully for pressure sores in immobilized 
patients 

4) watch for excessive dryness 
Ears 

1) use tuning fork to screen for high-frequency hearing 
loss; note functional conversational problems 

2) evaluate the effectiveness of patient's hearing aid 

3) check for cerumen plug 
Eyes 

1) test visual acuity, 3i;d dbserve functional performance 
(e.g. have patient read a newspaper or E*^ne book) 

2' do a special screening for treatable early-stage 
primary open-angle glaucoma 

3) dc a confrontational testing for hemianopsia 

4) observe eyelids for entropion or ectropion 
Mouth 

1) remove dentures to observe fit and evidence of 
pathology on gums or tongue 

2) dDserve oral hygiene 
Chest 

1) do a breast examination (iinportant) 

2) obr '^e for kyi*iosis and/ or new or active 
conv-ession fractures 

3) recogninize fact that rales are commonly heard in 
elders in absence of pulmonary or heart corrplications 

Cardiovascular 

1) differentiate among commonly-occurring benign and 
pathological systolic murmurs and bruits 

2) record absence or presence of base-line distal pulse 
for use in future diagnoses 
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3) observe carefully for edema in extremities 

4) examine carotid and \'8rtebrobasilar arterial system 
i* Abdomen 

1) examine liver and bladder (iirportant) 

2) palpate for aortic aneurysms 

3) do a rectal exam 

j. Genitourinary 

1) examine for treatable and symptomatic atretic vaginal 
problems 

k. Musculoskeletal 

1) eval'site each area of periarticular pain 

2) examine range of motion, tenderness, or swelling in 
each joint; observe functional abilities (e.g. 
dressing, reaching, opening jars) 

3) observe valking pattern and strength 
1. Neurological 

1) do a mental status exam (important) including a 

standard screening tool (30-item Folstein mini-mental 
exam is recommended) 

evaluate gait (important) for potential instability 
and falls 

3) evaluate proxiinal muscle weakness 

4) distinguish cormon benign abnormalities in sensation 
and reflexes from pathological abnormalities 

5) evaluate speech and language problems such as 
dysarthria or aplasia 

Perform or arrange for additional evaluations in the 
following areas: 

A. Activities of Daily Living (ADL's) 

B. Instrumental Activitieb of Daily Living (lADL's) 

C. Psychological screening, using cultural or language 
variations with elders from ethnic minorities 

1) depression 



2) syipptxxns of psychological distress {e*q, anxiety,, 
panic, agitation, paranoia with senscry loss, 
agore^AxA^ia) can be e3q>lored for possible referral for 
further evaluation. Global Assesf.aent scale can be 
used for overall screening, 

D. Incontinence evalua*:ion, if symptoms are reported 

E. EnvircMimental assessment by a home visit, if possible 

F. Specific dementia assessment, if indicated by mental 
status exam or history 

G. Assessment of falls, if indicated by history 

4. Order laboratory tests as indicated by history and physical 
exam. Minimize unnecessary problems vdth transportation, 
mobility, or cost when ordering tests. Give attention to 
differences in the following lab parameters with age when 
interpreting results: 

a) sedijnentation rate 

b) glucose 

c) creatinine 

d) albumin 

e) alkaline phosphatase 

f ) serum ircxi 

g) urinalysis 

h) chest ^-rays 

i) electrocardiogram 

5. Develop a'prcA)lem liot focused on geriatrics reflecting 
functional issues related to both chronic and acute ':onditions. 

6. Prioritize prcA)lems listed and develop management plan. 
Subject Content 

A. Hiiloso^iy and use of functionally-oriented comprehensive health 
assessment. 

1) Multidisciplinary assessment (or evaluation) 

2) Single-provider assessment 
3^ In multiple settings 
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B. Onique cxxiponents and techniques for functional ly-orlentai 
assessment with elders. 

1. History 

a) Include functionally-oriented questions concerning 
coroplaint, history of present illness, past medical 
history, sociaQ history 

b) Ask for patient to bring in medications (prescriptions and 
over^che-counter) and explain their use 

2. Screens needed for specific assessments 

a) Cognitive status 

b) Depression 

c) Incontinence, if Indicated 

3. Functional sx:atus 

a) Activities of Daily Living 

b) Instrumental Activities of Daily Living 

4. Physical Ebcamination 

a) Review of systems: include functional consequence of any 
disability found 

5. laboratory tests 

a) evaluate results in light of altered parameters with age 

6. Environmental Assessment 

7. Develop problem list and management plan using functional 
perspi^ive and goals 

C. Variations in techniques of assessment for wheelchair or bedbound 
elders. 

Pre^Assessment 

Before the clerkship, students will be given a short wri^.ten inventory 
of their familiarity with some of the information to be presented 
during thb. clerkship. Inclxxled will be some information on long-term 
care issijes. 




VI. Learning Activities 



A. Beading assignments 

1. Review: Kane RL, Ouslander »3G and Abrass IB: Essentials of 
Clinical Geriatrics. New YorKr McGraw-Hill, 1984. Oiapter 3 
and forms in appendix 

2. Libow L, Sherrran F: The Care of Geriatric Medicine. St. 
Louis, C.V. Mosby, 1981, pp 45-54 

B. Seminar Session 

1. View videotape on functional assessment 

2. Review forms and processes used in functionally-oriented 
evaluation 

C. Perform carprehensive functionally-oriented health evaluation on 
ambulatory camiunity-dwelling older patients and wheelchair-bourd 
or ^"^dbound elder. 

Perform histories and physical examijiations and additional 
evaluations using functional evaluation fonrs. 

2. Order needed laboratory tests and record results. 

3. Develop pr<*lem lists including functional and medical 
prc4>lems based on the results of lab tests. 

4. Present cases to clinical instructor and make recommendations 
for nanagement plan. 

D. Attend Multi disciplinary Geriatric Assessment (or Evaluation) Unit 
Team Meeting, if resource is available. 

E. Perform home visit for purpose of eval'jating home environment. 

VII. Support Services 

To accomplish this unit, a clinical setting with older patients 
available for comprehensive, functionally oriented assessments is 
required. Ideally this should be an outpatient setting, but a home 
health or day care center could be utilized. This unit should net be 
set exclusively set in the nursing home. Clinical supervisors 
competent in functional evaluation are also needed. 

VIII. Evaluation 

Students' skills in : anctionally-oriented health assessment will be 
evaluated by: 1) ratings based on c*)servations by a clinical 
supervisor or preceptor; and 2) written records from the assess- 
ments, prc^lem lists, and management plans. 
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FUNCTIONALLY ORIENTED C(M>REHENSIVE HEALTH ASSESSMENT 

Source of information: 



Geriatric History 

cc: {write patient's own words , and ask if there's been a change in 
function or abUities, when appropriate to problem.) 

HPI: (Include questions about iirpairment of function related to 
synptoms.) 

PMH: (Ask about any associated iirpairment of function after each 
surgery and hospitalization.) 

Medical Problems: 
Surgeries : 

Hospitalizations: (Date, dx, hospital, if known) 
Allergies: (Foods, meds, contact, seasonal) 

Meds: (Include OTC's, vitamins and Rx drugs with names, dose, reason 
taking) 
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Habits: (Now or in past) 

Snckirg hx (cigarettes^ cigars, pipes): 

Alcohol consumption: 

Caffeine use: 

Regular exercise: 

Family Hx: (Less relevant in ^eriatric patients than in younger 
patients.) 

Social History: 

Life Work, jobs: (include years for each) 
Year retired: 
Marital status: 

Children: (names, addresses, phone numbers if available) 
R.O.S.: 

General: (Include appetite, sleep pattern, and problems.) 
Skin: 

HEENT: (Include visual acuity ind any impairments to functions 
same questions with auditory function/acuity.) 

Neck: 

Breasts: 

Heart: 

Lungs: 

GI: 

M/Skel: 

36 
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Neuro: (Include dizziness, unsteadiness, falls and history 
about: each; also ask abour inemory changes, 
forgetfulness, wardering at night, disruptive 
behavior.) 

(ssixraic oesessicn scaiz {sbdrt pqfm) 

CHOOSE THE BEST ANSWER FOR HCW YOU FELT OV'ER THE PAST WEEK 



1. Are you basically satisfied with your life? yes / no 

2. Have you dropped nany of your activities and interests? •••• yes / no 

3. Do you feel that your life is empty? yes / no 

4 • Do you often get bored? < yes / no 

5. Are you in good spirits most of the time? yes / no 

6. Are you afraid that something bad is going to happen to you?, yes / no 

7. Do you feel happy most of the time? yes / no 

8. Do you often feel helpless? yes / no 

9. Do you prefer to stay at home rather than going out and 

doing new things? yes / no 

10. Do you feel you have more problems with memory than most? ... yes / no 

11. Do you think it is wonderfui to be alive now? yes / no 

12. Do you feel pretty worthless the way you are now? yes / no 

13. Do you feel full of energy? yes / no 

14. Do you feel that your situation is hopeless? yas / no 

15. Do you think that most people are better off than you are? .. yes / no 



The following answers count one point; Scores f 5 indicate probable 
depression: 



1. 


NO 


6. 


YES 


11. 


NO 


2. 


YES 


7. 


NO 


12. 


YES 


3. 


YES 


8. 


YES 


13. 


NO 


4. 


YES 


9. 


YES 


14. 


YES 


5. 


NO 


10. 


YES 


15. 


YES 
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Gyn: 



GU: {Be sure to ask about sexual history. Include questions 
about incontinence, if add "Incontineni^e 
Assessment;'' see below. ) 

If (-) for incontirence, continue on Page 8, 
(From: Kan« et al, Essentials of Clinical Geriatrics » pages 345 - 347.) 



I. Assessment of Acute Incontinence 

If incontinence is of recent onset (within a few days) and/or 
associated with an acute illness, check for any of the following: 

Acute urinary tract infection 

Fecal inpaction 

Acute confusion (delirium)* 

Iimobility* 

Drug effects (i.e., e:<cessive sedation, polyuria caused 

by diuretics, urinary retention, other autonomic effects) 

Metabolic abnormality with polyuria (i.e., hyperglycemia, 

hypercalcemia) 

* Such thzt ability to get to a toilet (or toilet substitute) is 
impaired. 

I incontinence persists despite management of any of these 
conditions and/or resolution of an aaate illness, further 
assessment (as shewn in Part II) should be pursued. 

II. Assessment of Established Iiicontin»ce 

1. Do you ever leak urine v*ien you don't want to? 
Ho, never Yes 



2. Do you ever have trouble getting to the toilet on time or have 
accidents getting your clothes or bed we^? 

No, never Yes 



3. Hew long have you had a problem with urinary leakage? 

Less than 1 week 

1 ta 4 weeks 

1-3 months 

4 to 12 months 

1 to 5 years 

Longer than 5 years 
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Hew often do you leak urine? 



Less than once per week 

More than once per week/ but less than once per day 

More than once per day 

Continual leakage 

Variable 

Does the leakage occur 

Mainly during the day 

Mainly at night 

Both night and day 

When you leak urine, how much leaks? 

Just a few drops 

[ More than a few drops, but less than a cupful 

More than a cxipful 

Variable 

Unknown 

Do any of the following cause you to leak urine? 

Coughing 

Laughing 

Exercise or other forms of straining 

Inability to get to the toilet on time 

How often do you normally urinate? 

Every 6-8 hours or less often 

About every 3-5 hours 

About every 1-2 hours 

At least every hour or more often 

Frequency varies 

Unknown 

Do you wake up at night to urinate? 
Never or rarely 

Yes, usually between one and three times 

Yes, four or more times per night 

Yes, but frequency varies 

Once your bladder feels full, how long can you hold your urine? 

As long as you wamt (several minutes at least) 

Just a few minutes 

Less than a minute or two 

Cannot tell when bladder is full 
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11. Do you have any of the fol lowing when you urinate? 

Difficulty in getting the urine started 

Very slow stream or dribbling 

' Discomfort or pain 

Burning 

Blood in the urine 



12. Are you using any of the fol lowing to help with the uminary 
-eakage? 

Bed or furniture pads 

Sanitary napkins 

Other types of pads in your underwear 

Special undergarments 

Medication 

Bedside ccrrmode 

Urinal 

Other (Describe) : 



13. Is the urinary leakage enough of a prc4)lem that you would like 
further evaluation and treatment? 

Yes 



14. Do you ever have uncontrolled loss of stool? 
. N<3» never Yes . 



15. Relevant medical history 

Stroke 

Dementia 

Parkinson s disease 

<tfTior CNS trauma /surgery 

Other neurological disorder 

Diabetes 

Congestive heart failure 

Other (Specify; ) 

16. Prior genitourinary nistory 

Multiple vaginal deliveries 

Cesarean section (s) 

Abdominal hysterectomy 

Bladder suspension 

TURP 

Suprapublic prostatectomy 

Urethral stricture/dilatation 

Bladder tumor 

Pelvic irradiation 

Recurrent urinary tract infections 
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Medications 
Diuretic 



AntihypertePiSive 



Psychotropic 



Other drugs that 

affect the 

autonomic 

nervous system 

Physical Ebcamination for Incc^tinenoe Work-qp 

1. Mental status 
Normal 

Mild/moderate cognitive inpairment 

Severe cognitive impairment (unaware of tolieting needs) 

2. Mobility 

Ambulates independently with adequate speed 
Ambulates independently, but slowly (so that ability to 

get to a toilet is inpaired) 
Not independently ambulatory, but able to transfer to 

toilet independently 
Chair- or bed-bound, but able to use urinal or bedpan 

independently 
Dependent on others for toileting 

3. ADdcminal examination 

Bladder enlarged and palpable 

Bladder not palpable 

4. Neurological examination of lower extremities 
Normal 

Evidence of upper motor neuron lesion 

Evidence of lower motor neuron lesion 

Peripheral neuropathy 

5. Rectal exaitdnation 

Decreased rectal sphincter tone 

Decreased perianal sensation 

Absent bulbocavemosus reflex 

Peripheral neuropathy 
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6. Eternal genitalia 



Slcin irritation 
DLidnished sensation 
Abnormal (Descrix-: 



7. Vaginal examination 

Atrophic vaginitis 

Mild prolapse 

Moderate/ severe prolapse 

Bectocele 

Adene>al or uterine mass 
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Functional Status ; 

(From: Kane et al, Essentials of Clinical Geriatrics , page 325, #9.) 



Uses Needs Sane 

Fully Mech. Human Who Totally 

Indep. Aid Assist. Assists Depend. 

ADL*s (Activities of Daily Living) 

Bathing 

Dressing 

Going to Toilet 

Transfer 

Eatin*^ ~ 

Ambulation [ 

Grooming 

Continence 

Bladder Yes No 

Bowel Yes No 



lADL's (Instrumental Activities of Daily Living) 

Writing 

Reading 

Laundry 

Shopping 

Using telephone [ 

Managing money 

Preparing meals [ _ 

Housekeeping 

light / heavy 



Social History 

(From: Kane et al. Essentials Clinical Geriatrics , pages 331 and 332.) 



SOCIAL ASSESSME2IT 

1. How oftoi in p?st week did patient leave the house (other than this 
visit) ? 

At least daily Several ' imes Once Never 



2. What floor does pacient live on? 

3. Is there an elevator? Yes No 
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4. Does patient have a telephone? 

Yes No Telephone number: ( ) " 

If not, is there easy access to a telephone? Yes No^ 

5. Does patient live alone? Yes No 

If no, who lives with patient? 

Name Relationship 

1. 

2. 

3. 

6. How often do visitors come to patient's house? 

Daily Wteekly Less often Never 

7. Whom would patient call in an emergency (nonprof<»ssional) ? 



Is patient's care covered by 
Medicaid 

Supplemental private insurance (beyond Medicare) 
Does the patient receive 

Social Security 

Supplemental Security income (SSI) 

Private pension 

Other ir. ome 



10. Does Incom*^ permit purchase of needed 

Food 

Clothing 

Hkxi^in^. 

Heating 

Transportation 

Drugs 
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11. What did patient eat yesterday? 

Breakfast Lunch Dinner 

1. 

2. 

3. 

12. Does patient receive services from any social agency? 
Yes No 

Name of agency 
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Abbreviated form of physical exair. 

!!• Physical Examination 

Date of last examination: 

Vital Signs: 

weight tocJay: 

Weight last exam: 

Height: 
BP (supine) 
BP (sitting) 
BP (standing) 



Left: 
Left: 
Left: 

Pulse (per minute) 



Respirations (ptir minute) 



Right: 
Right: 
Right: 



General appearance; (Include obcervation of ptient's neatness, 

gx'oomr'/, gait and abilities to dress / 
undress and transfer.) 

Skin : 



Hea 



- Sirs: 
Acuity: 



Hear normal voice 
Inpaired 



Uses hearing aid 
Cerumen present 



* Eyes: 

Vision: Acuity: 

Able to read nev/sprint Right eye 

with corrective leases Left eye 

vittiout corrective lenses 
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Cpthalmoscopic (Include lens) : 

* Fundi: 
Nose/Throat: 

* Mouth: 
Dentures * 

None Ccxxi fit Poor fit Sores present 

Neck: 
Breasts: 

* Lungs: 

* CV: 

* Pulses: 
Abd: 

Pelvic/Male GU: 
Rectal: 

* M/SJcel: (POM, inspection) 

Back; 

Ejctremities: 

* Nfeuro: 

!• Mental status (Do short portable questionnaire) 



II. Craiuai nerves 
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III. Motor /Si-nsory/Observe gait: 



IV. Equilibrium/Rcrrterg Test 



V. Deep tendon reflexes: 



* Short Portable Mental Status Questionnaire 

(From: Kane et al. Es sentials of Clinical Geriatrics , pages 
328 and 329.) 

Right Wrong 

What is the date toc'ay ( month/day /year ) ? 

Whax: day of the week is it? 

What is the name of this place? 

What is your telephone nurnber? (If no 

telephone, what is your street address?) 

How old are you? 

Wlien were you bom (month/day/year)? 

iflio is the current president of the United 

.states? 

Who was the president just before hin? 

What was your mother's maiden name? 

Subtract 3 from 20 and keep subtracting each 

new number you get, all the way down. 

Number of errors: 



0-2 errors « intact 

3-4 errors » mild intellectual impainnent 
5-7 errors « moderate intellectual impairment 
8-10 errors= severe intellectual impairment 



EKLC 



A8 

4G 



TABLE 1 MINI-MENTAL STATE EXAMINATION" 



L Onentation (Maximum "core 10) 

Ask "What is today's date?" Then ask specifscally fcr parts omitted; eg, "Can you Date (eg, January 21) .. ! — 

also tell me what season it is?" Year 2 

Month 3 — 

Day (eg, Monday) 4 ^ 

Season 5 

Ask "Can you tell me the name ot this hosp:lai?" Hospital 6 ^ 

"What tloor are we on?" Floor 7 ^ 

"What town (or aty) are we in?" Town/City 3 — 

"What county are we in?" County 9 _ 

"What state arc we m?" State 10 

n. Registration (Maximum score }) 

Ask the 5ub|€Ct if you may test his/ he memory. Then say "ball." "flag/* "tree" "ball" 11 — 

dearly and siowiy« about one second tor each. Atter yuu have said all 3 words. "Hag" 12 

ask subfect to repeat them. This tlrst repetition determines the score (0-3) but "tree" 13 

keep savintr them (up to o trials; until the subiect can repeat all 3 words. If (s)he » ^ ^ c 

J M l II M .1 J Record number of 

does not eventually learn all three« recall cannot be meaningtully tested tnais* 

III. Attention and calcuhition (Maximum scoi«. 5) 

Ask the subiect to be^in at 100 and count backward by 7. S.)p atter 5 subtractions "93" U 

(93. 36. 79, 72. 65> *':ore one point tor each correct number. "86" 15 

"79" 16 

"72" 17 — 

"65" 13 

If the subject ccnnot or will not perform this task, ask hinvSer to ^pt^ll the word OR 
"world" backwards (D. L, R. O. W). The score is one point tor each correctly 

placed letter, eg. DLROW « 5, DLORW « 3. Record how the subject spellea Number ot correctly- 

"world" backwards: placed letters 19 — 

DLROW 

IV. Recall (Maximum score 3) 

Ask the subject to recall the three words you prevtou:>ly asked him/her to "bail" 20 — 

remember (learned in Registration) 'flag" 21 _ 

"tree" 22 _ 

V. Language (Maximum score 9) 

Naming: Show the subject a wnst watch and ask "What is this^' Repeat tor Watch 23 — 

penol. Score one point for each item named correctly Pencil 24 — 

Repetition: Ask the subject to repeat. "No tfs. ands. or buts." Score one point for Repetition 25 

correct repetition 

3-Stage Command: Give the subject a piece of blank paper and say. 'Take the Takes in hght hand . 26 

paper in your nght hand, fold it in half and put it on the tloor." Score one point Folds in half 27 

for each action performed correctly Puts on floor 28 — 

Reading: On a blank piece of paper, prnt the sentence "Cose your eyes." in 
letters large enough fbr the subject to see clearly. Ask subject to read and do 

what it says. Score correct only if (')he actually closes his/her eyes Qoses eyes 29 

Writing: Give the subject a blank piece of paper and ask him/her to wnte a 
sentence. It is to be wntten spontaneously. It must contain a subject and verb and 

make sense. Correct grammar and puncttMtion are not necessary Writes sentence 30 ^ 

Copying: On a dean piece of paper, draw intersecting pentagons, each side about 
1 inch, and ask subject to copy > exactly as it is. All 10 angles must be present 
and two must intersect to score 1 "K^inv. Tremo^ ^nd rotation are ignored 

^8* /\/ I Draws pentagons — 31 — 
Score: Add number of correct responses. In section III include items 14-18 or item 19. not both. (Maximum total 



Rirprtmtd with permnsian fnm FiMstetn Mf, ft al: Mmi*mental >tat€: A practical methtfd ^miinx the wmtivt itate of the fmtient for the 
phiffKmn. I Psychmtr Rev t2.lS9. 197$ 
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(If dementia is suspected, do Dementia Assessment, below) 

Dementia Assessment 

(Frorr. Kane et al. Essentials of Clinical Geriatrics , page 3390 

A. History (By v*om: ) 

!• Active medical conditions 



2 . Medications 

3, History of 

H ypertension 

Stroke 

Transient ischemic attcick 



^Depression 

JDther psychiatric disorder 



4, Current syn^^toms 
Memory loss 



jForgets recent events 
^Forgets things just said 
[Forgets namer of people 
JForgets words 
jSets lost 

[Asks questions or tells stor^^^s repeatedly 
jZonfused about date or place 
jCan*t do sijiple calculations 
"Can*t undcsrstand what is read or said 
^Impairment of otl^er cognitive functions 



jAnxiety /agitation 
"Paranoia 
JDelusions/hal lucination 
Jtondering 

"Disruptive behavior 
""incontinence 



5, Onset of synptocns 

Recent (days to few weeks) 

Longer duration (months) 

Uncertain 
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Progression of symptoms 



J?apid 
"Gradual 

"stepwise ( irregular ^ stuttering deteriorations) 
""Urxrertain 



Activities of daily living (ADD 

Does the impairmer.t of cognitive function interfere witi' 

Instrumental ADL? Y es No 

If yes, which ones? 



Basic ADL? Ves No 

If yeS/ which ones? 
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III. ASSEsagyr 



IV, PLAN (Wrice a separate "plan" for each asseismenc above using corresponding 
numerals in each plan.) 
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NQOL GBOAIRIC CI£BKSHIP PGR FBXSZCIAN ASSIS13WT STOIXNTS 



CURRICULUM UNIT THREE 
MMnCDiaiT OF OMGN BEAI/IH FKBLB9S IN NGN-INSTITOTICNALIZED tUXPS 
I. Goal 

Skills to assess, nenage, and cxx^rdinate the care of common acute 
and chronic conditions among non-institutior-silized elders are 
introdix«d in this unit. (Note: Ihe area of dementia is included in 
Unit Five) 

II. Learner Characteristics 

Students are in physician assistant training programs taking a 
clerkship in geriatrics. Prior training in clinical primary care, 
and some didactic training in geriatrics/gerontology are assumed. 

III. Learning Objectives 

A. After conpletion, the student should be able to do the follow- 
ing, under the supervision of a physician: 

1. Diagnose and treat/manage common acute and chronic medical 
pr<*lems affecting elders (see prc*lems listed below in IV. B) 
with special attention to the following comron situations: 

a) Multiple pathologies 

b) Iatrogenic conditions, especially in relation to 
medications 

c) Atypical arxJ non-specific presentation of disease 

2. Maintain geriatric resource file. Utilize consultations and 
mske referrals to clinical specialists, home health agencies, 
rehabilitation specialists, hospice stpport groi?)s, senior 
centers, daycare centers, and other conmunity agencies when 
needed to maximize function of elder patient. 

3. Vfork with other health care providers as team or health care 
member in giving geriatric care in various settings, includ- 
ing outpatient, inpatient, home-health, geriatric assessment, 
rehabilitation, and skilled nursing facilities. CoordLate 
care with the following health care professionals: physi- 
cian specialist, social worker, nurse, physical therapist, 
occtqpational therapist, nutritionist, podiatrist, psycholo- 
gist/psychiatrist, dentist., pharmacist, religious counselor. 

4. Assist with admission and discharge from acute care hospi- 
tals: perform preoperatit'e evaluation and postoperative 



follow-ip as needed. 
B. Students should exhibit the following attributes: 

1. Appreciation of the role of other interdisciplinary team 
members in providing effective health care for older adults. 

2. Concern for the constant danger of iatrogenesis from 
medical treatments of elders* conditions. 

Subject Content 

A. Review of basic clinical principles for geriatric care. 

1. Frequency of chronic conditions 

2. Common atypical or ncm-specific presentation of disease, 
especially frequ^cy of confusion as presenting symptom for 
variety of pathologies 

3. Frequency of multiple coexisting conditions 

4. I>anger of iatrogenic conditions, especially as a result of 
medications 

5. Need for coordinated multidisciplinary management of chi'^nic 
illness 

B. Techniques of assessment, management, and coordination of care 
for common g'?riatric conditions, such as the following: 

1. Chronic conditions 



a) 


Osteoarthritis 


b) 


Hypertension 


c) 


Diabetes 


d) 


congestive heart failure and other cardiac disease 


e) 


Osteoporosis 


f) 


Vision and hearing disorders 


g) 


Depressic»i 


j) 


Incontinence 


Acute Conditions 


a) 


Infections (e.g. urinary tract) 



b) Accidents/Falls (in the absence of the need for surgery) 

c) Pneumonia 
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C» ODHiTunity resources for support of elder and family. 
Pre-Assessment 

Before the clerkship, students will be given a short written inven- 
tory of their familiarity with some of the information to be pre- 
sented during the clerkship. Included will be some information on 
management of cx^mmon, chronic and acute conditions among elders. 

Learning Activities 

A. Reading assignments 

1. Review: Kane RL, (Xislander J, Abrass I: Essentials of 

Clinical Geriatrics. New York, McGraw-Hill, 1984. Chapters 
5-7, 3-11, 13-14 

Walshe, T (ed.): Manual of Clinical Problems in Geriatric 
Medicine. Boston, Little Brown, 1985, Chapters 7, 25, 26, 
30, 31, 36, 38, 41-43, 67, 68, 79. Note: drug tables in 
Appendix. Use other chapters as reference as needed in 
clerkship activities 

B. Outpatient Care 

1. Interview elders with specific complaints, take focused 
historic and perform problem-oriented physical exams. Use 
consultation or referral, as needed. Recommend manage- 
ment plan to supeivisor and record SOAP notes for each, 
includiiig both functional and medical problems. 

2. Order lab tests and/or arrange for additional evaluations as 
needed for suspected common diagnoses (e.g. urinary tract 
infection, diabetes mellitus, anemia, digoxin toxicity.) 

3. Attend or conduct follow-up patient encounter for chropic 
conditions such as: 

a) Osteoarthritis 

b) Hypertension 

c) Type II diabetes mellitus (NIDDM) 

d) Chron:c obstructive pulmonary disease 

e) Angina pectoris 

4. Record: Change in functional and medical parameters since 
last visit; evaluation of medication regimen; and any 
reccmmended changes in treatment. 



C. Multidisciplinary and Community Si^^rts 



1. Attend (and participate in as a member, if possible) meeting 
of multidisciplinary team involved in health care of elders. 
Record ctoservations aisd reactions to team functioning. (If 
not available, assist physician or other professional in 
dt\'3lopinq mulcidiscipliiiary -^tsi latric team, if possible.) 

2. Develop x^ot of camnunit/ resources for health care support 
for elders, inr:luding Area Agency on Aging, resources for 
information and referral, senior centers, nutrition sites, 
transpcprtation resources, and housing resources as well as 
specific health care services and support groups. 

3. Visit comnwnity agencies serving elders. Interview a staff 
pe >n on services provided and an elder client on her 
perception of services. Record information from interviews 
and reactions to experience. 

D. Inpatient Care 

i. Make rounds on older patier hospitalized for one of the 
following cond-^^ions: 

a) Surgery (e.g. hip replacenent, transurethral resection 
for benign prostatic hyjpertrophy) . 

b) Acute episode of a chronic condition (e.g. heart 
disease, COPD) 

c) Acute injury or illness (e.g. hip fracture, stroke, 
pneumonia) 

consult with discharge planner on pcst-hospital plans. 
Interview patient vAiile in the hospital on reactions to being in 
hospita? and plans after discharge. Note any evidence of change 
in .Tiental status. Visit patient after discharge. Record notes 
on each visit. 

VII. Support Services 

The most iirportar. cliidcal setting needed to accomplish this unit 
is a good outnatient prijnary care practice, it could be in any of 
the following: Community geriatric cliidc; clinic in retirement 
hoi^sing; or a family practice, general medical, or healt^ mainten- 
ance organization with a high prqportion of older patients. An 
outpatient or iipatient geriatric evaluation would be desirable for 
the team learning ?xpcrience. If not available, other multi- 
disciplinary teams could be utilized. Older patients in a hosp:' 
setting can be accessed through: geriatric ward, geriatric consui 
service, or older patients hospitalized for surgery or acute 
episodes. In all settings, but especially ii. the outpatient 
setting, a clinician skilled in geriatric care willing tj teach a PA 
stud'ent is essential and should be designated as site supervisor or 
preceptor 
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VIII. Evaluation 
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A. CJonpetency skills ratings 

1. Habitual or observed performance rating, to be conpleted by: 

a) Site supervisor/preceptor 

b) Student 

2. Ratinj by patient (s) can be included v*.eii appropriate 

3. Observation of skills by geriatric clerkship coordinator 

B. SOAP notes 

C. Record of encounters 

D. Observation and reaction to multidisciplinaiy teain meeting 

E. List of community r^^sources 

F. Record of visit and interviews at community agency 

G. Notes from hospital and follow-i¥> visit 
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MODEL GERUSRIC CIZBKSHIP FOR PmSICUN ASSISTWr STOCBIIS 



CDRRICULUM UNIT P3UR 
BfiWEH FRCNOnCN/DISQ^ FREVENnCN 

I. Goal 

Uiis unit introduces the student to the basic skills needed to 
perform the major functions involved in: 1) primary disease 
prevaition for elders; 2) screening for early detection of 
asymptomatic disease; 3) health education and counseling for 
behavioral change among elders to decrease their risk of disease and 
functional disability; 4) maintainence of elders' highest level of 
function possible in the presence of ct^ronic disease thraigh 
clinical procedure aiid education of self-management strategic 

II. Learner Characteristics 

Students are in physician assistant training programs taking a 
clerkship in geriatrics. Prior training in clinical primary care, 
and some didactic training in geriatrics/gerontology are assumed. 



III. Learning Objectives 

After completion, students should be able to demonstrate the 
following skills in health promotion/disease prevention: 

A. List, monitor, and administer recommended immunizations for 
people 65 and over. 

B. Give individual education to elders and their families for the 
purpose of heal'Ji promotion, health maintenance, and disease 
prevention. Give talks for elders, staff,, and/or families at 
senior centers, nutrition sites, senior clubs, retirement 
oornplexes or support groups, on health education for elders. 
Inportant areas for elders include those listed below. 



1. Nutrition: especially in the areas of 1) intake of au^juate 
nutrients; 2) calciun levels needed for prevention of 
osteoporosis; 3) control of saturated fats to decrease r'sk 
of heart disease, stroke, and multl-infarct dementia. 

2. Exercise: wei^t-^Dearing to lowar the risk of osteoporosis; 
aerobics to reduce risk, of cardiovascular disease and 
diabetes; joint flexibility to reduce arthritis disability, 
tensiCTi release imi relaxation for sle^ disorders and 
stress -related disability; exercises to maintain or Increase 
strength, range-of*-iiction, balance, and ooordinaticxi for 
fall prevention; exercises for post-stroke, post-fracture, 
and po8t-l xspitalization rehabilitation to r^ luce 
conplicaticm of iinnobili.ty. 
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3. Use of medications: keying track of proper ingestion of 
prescription or over-the-counter drugs; keeping the health 
provider informed of adverse reactions; informing any new 
health rovider of all the drugs one is currently using; 
informing the patient of dangers of trading drugs; 
''Iscovering overreliance on drugs such as tranquilizers or 
sleeping pills; recognizing signs of and dangers of 
iatrogenic complications, especially confusion. 

4. Temperature regulation: danger and signs of hypothermia an 
hyperthermia* techniques of prevention. 

5. Breast cancer: techniques of early detection 

6. Accident and fall prevention: seat belts; environmental 
safety; balance and gait exercises 

7. Oral Hygier^: importance of gum care. 

8. Risks of smoking and alcc*iol abuse. 

9. Self-management techniques for chronic conditions (e.g. 
arthritis • diabetes): materials and classes available. 

10. Health insurance: sources of counseling and assistance. 
Subject Conrent 

A. Primary prevention strategies 

1. Immunizations appropriate for elders 

2. Other direct interventions to reduce risk of disease or 
disabi lity 

B. Screening and early detection of asynptomatic diseases and 
decreased function 

1. Recommencied guidelines for s* re**riing for elders 

2. Techniques of major types .f screening 

3. Sources of screening commonly available through community 
resources 

C. Health education and counseling 

1. For disease and disability prevention 

a) Major health-promoting behaviors recommended for elders 

b) Sources of health education material 

c) Conrunity resources commonly available to promote 
healthy behaviors for seniors 
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d) Techniques of individual, family, and group education 



2. For naintenance of maxijTiuni function for elders with chionic 
diseases 

a) Sex management strategies for major chronic diseases 
affecting elders 

b) Sources of self -management education 

1) Materials 

2) Coionunity classes 

D. Clinical procedures cocmonly used for healt-h maintenance with 
elders, especially those with decreased mobility. 

Pre-Assessment 

Before the clerkship, students will be given a short written 
inventory of ^heir familiarity with some of the information to be 
presented during the clerkship. Included will be some information 
on health promotion/disease prevention for elders. 

Learning Activitie s 

A. Reading assignments 

1. Review: Kane RL, Ouslander J, Abrass I: Essentials of 
Clinical Geriatrics. New York, McGraw-Hill, 1984, pp 293-301 

2. Berk S and Alvarez S: Vaccinating the Elder Iv: 
Recomrendations arvl Rationale* Geriatrics 4: ^ 79-87, 
January 1986 

B. Read guidelines for irTfiK.^nization for elders and give 
ii jTwnization to an elder, if appropriate. 

C. Perfor.n routine health screening for an elder in the following 



areas: 


1. 


Blood pressure, in two positions 


2. 


Colorectal cancer 


3. 


Visual ac ity and glaucoma 


4. 


Hearing acuity 


5. 


Mental status 


6. 


Cervical /uterine cancer 


7. 


Infections 


8. 


Diabetes 



D. Health education 



VII. 
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1. Locate written health education materials especially for 
elders on topics listed below. 

2. Prepare and give a health education talk to a group of 
seniors on one of the topics listed below. 

3. Give individual health education consultation or counseling 
to elders with or without family mentDers present / on topic 
listed below. (Use referral to community resources where 
appropriate ax>d available.) 

a) Nutrition 

b) Exercise 

c) Risks of smoking 

d) Risk of alcohol abuse 

e) Fall and accident prevention 

f ) Breast self -examination 

g) Use of medications: signs ard dangers of complications 
from medications 

h) Tenperature regulation 

i) Oral Hygiene 

j) Self-management strategies for chronic diseases 
k) Health insurance 

1) Prevention of complications of ijTiTt±)ility: 

contractures, pressiare sores, osteoporosis, pneunonia 

4. Observe one exercise class for seniors and ore neal site 
program. Interview participants,- record observations, and 
feelings. 

E. Perform health maintenance functions for an elder such as: 

1. Removal of cerumen plug 

2. Foot care (nail, com, and callus) 
Si:gy)rt Services 

Oitpatient clinical settings such as those described in Unit Three 
will be needed to acconplish this unit. In addition, a senior 
center health promotion program will be needed for the group health 
education activity. 
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VIII. Evaluation 

A. A multiple-choice written evaluation for specific cognitive 
assessment. 

B. Students* records of patient encounters. 

C. Notes and reports from health education group presentation. 
Health education materials collected. 

D. Record of observation and interviews of exercise class ard 
nutri^xon site. 
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MXBL GHUMMIC CIS<KSHIP FOR FHXSCIAN ASSISTANT STUDBITS 
CURRICULUM UNIT FIVE 
FMflUr AID hlLBt OOmSELDC 

I. Goal 

Tt)e goals of this unit are to: 1) sensitize students to the neeas of 
elders' family members; 2) Increase studenvs' skills in assisting 
elderc and their fa'^ily in decision-making; 3) increase students 
knowledge of resources in the ccmmunity available for assisting 
family caregivers of elders with disabilities, and 4) increase 
students' knowledge of assessment and management issv.es for an elder 
with suspected deme tia. 

II. Learner Characteristics 

Students are in physician assistant txt ining programs taking a 
clerkship in geriatricr Prior training in clinical primary care, 
and some didactic training in geriatrics/gerontology are assumed. 

III. Learning Objectives 

After cofrpletion, students should be able to: 
A. Counsel with elders and their family members. 

1. Listen enpathetically and provide information on options for 
dealir^ with camon stresses and prc*>luns encountered by 

c Ider adults with special emf*iasis on support for dementia 
patients and tJ-^eir families. 

2. Give consultation in decision-making and health maintenance 
issues including the following: 

a) :{->using resources and relocation decisions 

b) Community resources foi health and social support 
including respite care for families and family support 
groups. 

c) Admission and discharge planning to hospitals, 
rehabilitation units, interTrediate care and skilled 
nursing facili ies 

d) Medi-Care/Medicaid 

e) Hospice care for dying patients 

f) Special asF^ssment and management strategies for elders 
witii demt. a 
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3. Support family members and provide information on options 
for treatment or assistance in cases of: 

a) Family conflict regarding care of an elder 

b) Ethical treatment decisions when elders cannot roake 
decisiwis for themselves (Keep on file elders' latest 
instructions in relation to life sustaining or code 
care) 

c) Bereavement r especially in relation to bereavement 
support groups 

4. Give support^ counsel , and assistance to elders in cases of 
elder abuse. Report to legal agency. Refer to protective 
services- 

B. Respect the role of the family caregivers and other family 
members of older patients, support them as the major source 
of health care and recognize their health care -ind respite 
needs. 

C. Respect sexual needs and behavior among elders 

D. Shew commitment to cost cor ^inirent strategies consistent with 
effective and humane geriatric care. 

IV. Subject Content 

A. Major issues confronting elders and their fami ly caregivers 

1. Problems associated with dementing illnesses 

a) Helping elders and their families :*>tain comprehensive 
evaluations, realistic prognoses, and appropriate 
medical management 

b) Helping family caregivers obtain support services 

1) Respite care 

2) Support groups 

3) Assistance with legal and financial decisions 

4) Planning for increased level of care, ii needed 

2. Assistance to elders and families in adapting to elders' 
current or predicted dependency 

a) Helping eiders' maintain their autonony as long as 
possible 

b) Dealing with strfiss of caregivers and potential for 
elder abuse 
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c) Kneeing major sources of -'n-home support for elders and 
f ami lies 

V, Pre-Assessment 

Before the clerkship, students -^dll be given a short- written 
inventory of their familiarity with some of the information to be 
presented during the clerkship. Included will be some information 
on family issues and dementia. 

VI . Learning Activities 

A. Reading Assignments 

1. Review: Karte PL, Ouslander J, Abrass I: £csentials of 
Clinical Geriatrics. New York, NicGraw-Hill, 1984, Chapter 
4 

2. Silverstone B & Hyman K: You and Your Aging Parents, 2nd 
Edition. New Yorr, Pantheon, 1982, Chapters 2, 3, 5, 6, and 
7 

3. Mace N & Rabins P: The 36-Hour Day: A Family Guide to 
Caring for Persons with Alzheimer's Disease, Related 
Dementing Illnesses, and Memory Loss in Later Life. 
Baltimore, John Hopkins University Press, 1981, Chapters 2, 
3, 4, 5, 6, 8, 12, and 13 

4. Winograd C & Jarvik L: Physician Management of the Demented 
Patient. J Am Geriatric Soc 34:295, 1986 

5. Katzman R: Early Detection of Senile Dementia. Hospital 
Practice, pp 61-76, June 1986 

6. Kosberg/ JI: Understanding Elder Abuse: An Overview for 
Primary Care Physicians, in Ham RJ (ed) : Geriatric Medicine 
Annual 1:?86. Ordell, New Jersey, Medical Economics Books, 
1986. 

B. Seminar Session 

1. View videotape on dementia 

2. Discuss family issues (including elders with no family 
support) in care of el lers with social worker from hone 
hea?th agency or othei settings vitiere he/she works with 
families of elders (if available) 

C. Attend or conduct session with \der and/or family member 
concerned about elder's memory prcA)lem 

D. Develop specific referral resources for: 

1. CofTprdiensive evaluations of confused patient. 



ERLC 



2. Day care for respite for family caregiver of dementia 
patie-^ or frail elder, visit Day Care Center; interview 
staf^ member, participant, and family member of dementia 
pa^ ^it, record conservations and emotional reactions. 

3. Family support group for family with dementia patients. 
Attend si^port group meeting. Record c^servations and 
feelings. 

4. Elder abuse. 

5. Frail elder without family support. 

VII. Support Services 

Clinical resources needed to accxxnplish this unit include: 

A. Outpatient services including dependent elders and their family 
members/car egivers 

B. Social vorker or other counselor of family caregivers 

C. Day care or day health care center 

D. Family support groiip conitiunity agency serving dependent elder 
(e.g. Alzheimer's Disease and Related Disorders Association) 

E. Information and referral scirvices for older adults 

VIII. Evaluation 

A. Cognitive assessment oj. the knowledge base will be included in 
the objective test given (before and) after the clerkship 

B. List of local referral sources for specific services 

C. Journal records of observations and feelings from the following 
experiences: 

1. Day care 

2. Far.ily support group 
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tcxEL (s^nasic clsssssip for fbysicun assistant snmns 

UNIT SIX 
IOC lEKM ORE 

I. Goal 

Uie purpose of this unit is to introduce the basic clinical 
skills and understanding needed for effective clinical 
nanagercnt of older long-term care patients, including those 
still residing at home and in residential care as well as 
those in nursing homes. 



II. Learner Characteristics 

Students are in physician assistant training programs taking 
clerkship in geriatrics. Prior training in clinical primary 
care, and some didactic training in geriatrics/gerontology 
are assumed. 



III. Learning adjectives 

After completion, students should be able to: 

A. Recognize characteristics of elders that make them 
appropriate candidates for different types of long-term 
care settings, assuming commitment to the model of the 
least restrictive setting possible to maximize 
function. 

B. Perform pre-admission assessments in residential 
settings. 

C. Describe the array of services available through home 
health agencies. 

D. Help reduce complications of immobi for patients 
with mobility iinpairments by 

1. Recommending and supporting utilization of 
programs by f^iysical therapists, activity 
coordinators, or care-givers to maintain activity 
levels at highest possible functioning. 

2. Preventing and monitoring signs of contractures, 
atrof*iy, and pressure sores. 

3. Preventing and monitoring signs of constipation 
and dehydration. 
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4. Preventing and monitori-ng signs of pneumonia 

Support staff or caregivers* efforts and programs for: 

!• Decreasing depression by increasing elder's 
autonomy and maximum independence possible 

2. Providing sensory, intellectual^ anri social 
stimulation 

3, Encouraging life review or reminiscence 

4. Est^lishing support groups for family members, 
including residents of nursing homes 

5, Doing bowel and bladder training ^ 

6. Helping elders orient to tijne and place 

7, Reducing negative effects of patients* disruptive 
behavior and wandering in a humane way. 

Demonstrate basic techniques for: 

1. Transferring patients from bed to chair and vice- 
versa 

2. Providing bowel and bladder training to incontinent 
patients 

3. Feeding patients who have chewing or swallowing 
inpairments 

Utilize the following procedures when necessary: 

1. Debridement of pressure sores 

2. Insertion of 

a) Urinary catheters 

b) Nasogastric tubes 

3. Treatment for 

a) Pneumonia 

b) Urinary tract infection, especially in 
patients with urinary catheters. 

4. Removal of fe^.'a* iinpaction. 

Monitor use and effects of medications, especially 
those prescribed on a PRN basis. 
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I. Recognize administrative prctolems and special stresses 
cxmmcm among staff members working in nursing home 
settings. 

J. Si?>port the value of death with dignity, as expressed 
throcgji pain-free conscious^ terminal illness, 
including clear comuni cation with intimates and 
minimal technological intervention. 

K. Describe the basic clinical procedures used in hospice 
care. 

L. Suppurt the use of multi disciplinary health teams in 
geriatric long term care. 

M. Support the value of autonomy and independence of 
older adults in long term care, with special 
sensitivity to the danger of "infantilization" of older 
patients, and the need for dignify and respectful 
treatment. 

N. Recognize and exhibit sensitivity to major ethical 
decision-making issues that arise with severely- 
inpaired elders; des xibe useful guidelines to assist 
clinicians in those situations. 

Subject Content 

A. continuum of Long Term Care {LTC) Services 

In each of the following types of care: services and 
sipport available, appropriate characteristics of 
patients/ financial iirplications, social, 
psycholo9ical, and medical problems, and staff roles 
and problems. 

1. Home Health Services 

2. Residential Care (or Board and Care) 

3. Nursing Home: Intermediate and Skilled 

4 . Hospice 

B. Special clinical pr(±>lems in LTC: their prevention and 
treatment 



73 



1. Potential cxxrpli cations of iimobility 

a) Contractures and Atrophy 

b) Skin Bic^akdown 

c) Pncanonia 

d) Depression 

2. Gastrc -intestinal ?nd geni to-urinary problems 

a) Hydration aid nutrition 

b) Eating, chewing, and swallowing disabilities 

c) Ff .1 inpaction/constipation 

d) Incontinence: bowel and bladder 

1) Urinary cacheter care and potential 
problems 

2) Urinary tract i. actions. 

C. Critical issues in prescribing . ltc 

D. EtmcaJ decision-nakincj in care of severely disabled 
patients. 

E. Philosof*iy and clinical protocols used in hospice 
ap^Jroach to r» *ing patients. 

Pie-Assessment 

Before the clerkship, students will bt> given a short written 
inventory their familiari\:y with saw* of the information 
to be presented during the clerkship. ;ncljded will be some 
information on long-term care issues. 

Lea rning Experiences 

A. Reading assignments: 

1. Kane PL, Ous lander j, Abrass I: Essentials of 
Clinical Geriatrics. New York, McGraw-Hill, 1984, 
Chapters 8 and 16 

2. From Cassel, CK & Walsn JR. (Eds). 
Geriati^ic Medicine, Vol. ii. Pindamentals of 
Geriatric Care. New York, Sprii.jer-Ve-"lag, 1984 

a. Chapter 22: Lyrji DJ. Deciding x>'- life- 
sustaining therapy 
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b. Chapter 23: Lynn DJ. Care near the end of 
life 

c. Chapter 28; Kayser-Jones JS. Hiysicians and 
the care of nursing home Residents 



Go on one home visit with e staif me jer in a home 
health agency. Record pertinent data on health 
history, home aiid social environmexit, occupational 
therapy adaptations being utilized, current health 
status, t*- tments, type of careg. er being utilized, 
caregiver s^ain, and anotional reaction to visit. 

For potential residential care home resident, assist 
with a functionally-oriented preadmission history and 
physical assessment. Record findings. 

Observe a jiiysical therapi' session with a patient in 
rehabilitation unit, day her''th care center, or nu^'^ing 
home; record instructions for patient follow-up; assist 
patient with prescribed activities at a later time. 

Attend a meeting of a Hospice team. Record observations 
and emotional reactions. 

In a skilled or intentiediate-level nursing unit, complete 
the following activities: 

1. toke rounds with primary care practitioner or 
nurse to observe signs of the following 
conditions. Discuss and observe methods of 
prevention. 



a) 


Contracture 


b) 


Pressure sores 


c) 


Constipation 


d) 


Dehydration 


e) 


Pneumonia 


f) 


Foley Catheter complications 


g) 


Over-medication 



2. Assist with the feeding of a resident who needs 
special attent. due to impairment in chewing 
and/or swallowing. 
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3. 



Observe and assist witx* at least one of the 
fol lowing: 



a) Dsbridement of pressure sore 

b) Insertion of urinary catheter 

c) Insertion of nasogastric tube 



4. Attend at least three of ^he following 
activities: 

a) Residents' council meeting 

b) Class on current events, or reality 
orientation (or activity with verbal 
interaction) 

c) F^.ercise program 

d) Bcwel a"d bladder training session 

e) Bathing procedure 

f ; In-service program for nursing aides 
Record dDservations and feelings, 

5. Receive training in transfer techniques from 
nursiiKf s^aff or {*iysical therapist and assist 
with transfer of patient from bed to chair and 
vice-versa. 

5 » Make rounds on i itients and observe routines at 
least once on each of the three daily shifts. 
Record differences observed. 

7. Interview skilled nursing patient about her life, 
prior living arrangement, family, length of time 
in nursing home, and adjustrent to it. Rocord 
significant parts. Describe hf c room and its 
furnishings, types of interaction you observe her 
having with visitors, other residents, or staff. 
Go with her to her favorite activity listed on the 
facility's activity schedule. 

8. Perform comprehensive functionally-oriented 
history and physical exam on nursing heme 
patient. Develop updated problein list and 
recommended mar iment plan. Prepare appropriate 
chart records of iir^lings. 
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VII. Sigport Services 



A. Ideally, all the following types of clinica? training 
settings should be available to accorrplish this 
clerkship unit, (in the case of ncxi-avai lability of 
some settings, the minimum needed are marked witii 
asterisks!*).^ In each setting, a knowledgeable 
clinician willing to teach a PA student should be 
designated as clinical site supervisor or prcceptc. . 

Long Term Care Settings 

Conmunity-Based 

*Home Health Services 
Day Health or Day Care Center 
Hospice 

Institution^Based 

Hospital-Based Home Care 
Rehabilitation Lait 
^Residential Care Home 
Nursing Hcn^e 

Intermediate Care Facility 
♦Skilled Nursing Fcicility 

B. A Geriatric Clerkship Coordinator should be available 
from the PA program faculty to assist with scheduling, 
seminar sessions, evaluation, and pr(±>lem-solving. 

VIII> Evalaation 

A. Cocrpetancy Skills Ratings 

1. Habitual performance ratiiigs to be completed by: 

a) Site supervisor/precep'-or 

b) Students 

2. Evaluation by patients, v4ien appropriate 

B. Cfcservation of basic skills by Geriatric Clerkship 
Coordinator 

C. Chart record audit of PC*iPE** activities 

D. Jouma' records of interviews / and emotional reaction 
to ejqaeriences as indicated for following: 

1. Home visit with homt health agency 

** POHPi. = Funtionally-Oriented History and Physical Examination 
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2. Residential Care Pr^-admission POHPE** 

3. Physical therapy observation and assistance 

4. Attendance at nursing home activity prograns 

5. Rounds on three different shifts 

6. Interview with nursing > -re resident 

E. Attitude Rating Fonns to be conpleted by site 
Coordinator (s) and patieni:, v^n apprqpriate, 

P. Written measures of knowledge. Comparison with pre- 
assessnent scores. 
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SUGGESTIONS FOR IMPLEMENTATION 

General guidelines will be found in the pages that follow to 
assist PA Program Directors and faculty members in working 
through the process of establishing the most appropriate version 
Of the Model Geriatric Clerkship for their own programs. 

guqqeste4 Criteria ^o Establish Cl erkship 

1. Commitment of the administration and faculty. Because an 
effective clinical experience in geriatrics m?y take more 
time and creativity to arrange than c''erkships in more 
traditional medical services, it is l;jportant that deans, 
program directors, and faculty all realize its importance and 
be willing to support its development. This usually involves 
their appreciation of the potential role pa's can plav in the 

major segment or the population and the unique 
skills the care requires, (if some members of the faculty or 
administrative hierarchy need tw- be convinced, some 
suggestions for a rationale to use are found in the following 
section m the first step ir the process of implementation.) 

2. Reasonable expectation of the interest of stuc'ents in 
selecting a geriatric clerkship, if it is to be offered as au 
elective. Because of the bias against management of chronic 
Illness m redical education in general, students may need 
some enthusiastic role models in the faculty to appreciate 
the challenges and rewards that come in the complex care of 
elders. Met programs lave found, however, that if a varied 
experience is offered, including ambulrtory and long term 
care settings with positive, involved providers as 
preceptors, a portion of each class of students develops an 
interest in geriatrics. 

3. Feasibility of including the four-week clerkship in the 
schedule. 

4. Willingness of faculty to locate appropriate clinical 
settings and to assist the health care providers in 
implementing the learning experiences. 
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StgEI in Process of Imulementation 

The following are recoassended steps in the process of 
implementing the model geriatric clerkship. Although the steps 
are in normal chronological order, in actuality they will 
probably overlap, and their relative timing will vary with the 
unique characteristics of each PA ,rogram. Descriptions of each 
step are included on the following pages. 

1. Obtaining administrative support. 

2. Adapting the model clerkship design to the individual 
clerkship structure of the PA program. 

3. Implemjntin', pre-clerkship geriatric curriculum. 

4. Generating faculty support for the clerkship plans and 
Obtaining appropriate institutitnal curriculum review. 

^* sites^"^' negotiating with appropriate training 

6. Selecting clinic preceptors and providing faculry development 
as necessary. ^ 

7. Selecting or developing written and audio-visual teaching 
material and evaluation forms to be used in the clerkship. 

8. Developing schedule of learning experiences. 

9. Recruiting and scheduling individual students into clerkship. 

10. Following clerkship students, evaluating tneir progress. 

11. Evaluating clerkship, revising as needed. 

It should be noted that in cases 'n which PA programs place 
students in clerkship locations considerable distance from the 

SiS?ff?/"? ^f'® resources to develop the needed 

geriatric training sites and an ungrments for students, it may 
require special student initiative to make the arrc gements 
tnemselyes. in those cases, a faculty member should be appointed 
to adapt the steps in the process as needed and give assistance 
and support to the s' idents' efforts. 
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Description of the Steps in the Process of Implementation 



1. Obtaining administrative support. 

If key administrators in the PA program or the school need to 
be convinced of the need for clinical geriatric training, a 
strong case can be mada for its; importance by usinr some ot 
the following points. 

a. Growth of the Older Patient Population. 

Although most people know that ''Americ is graying", 
precise points that can be made are: older (65+) 
Americans have grown from 4% of the population in 1900 
to over 12% in 1987 and are expected to comprise 20% or 
more by 2030; in actual numbers they are expected to 
double in the next 40 years; the fastest growing segment 
of the older population, the 85+ group, is expected to be 
four times its current size in 50 years, has the largest 
number of chronic illnesses, and needs the most intensive 
level of care; people 65+ account for a third of the 
country's total personal health care expenditures, are 
hospitalized twice as often as younger people, stay twic^ 
as long and use twice as many prescription drugs ; 
utilization of physician services increases with age, and 
the number of physician visits by elders is expected to 
increase by 47% by the year 2000. 

b. Government Initiatives in Geriatric Training. 

The past few years have seen a dramatic increase in the 
mandated and optional programs in geriatric training for 
PA'S, as well as other health care professionals, 
sponsored by various federal and state agencies. 
Currently, a geriatric component is required for 
eligibility for federal support for PA programs, and many 
other training initiatives offer supplementary funding 
for geriatric curriculum development. 

c. Need for Balance in PA Curriculum. 

Past emphases in training for care for other patient 
groups, such as maternal and child health, now need to be 
balanced with training for the growing older population. 



d. New Roles for PAs in Geriatrics. 

Three articles lisced in the bibliography of PA's in 
Geriatrics in Appendix A contain good background 
information on the present and futu^-e role of PAs in 
health care for older adults. They are those by Romeis 
et al., Tideiksaa , and Yturri-Byrd and Glazer-Waldman. 
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In addition, the report Physician Assistants! Providing 
Geyjfltric £aEe by Schafft and Rolling listed in the 
Appendix A contains specific description- of jobs PAs ar« 
currently filling in geriatric care as well as data from 
prior studies of needs for geriatric training, with the 
recent passage of Medicare legislation allowing 
reimbursement for PA's in some settings, even more 
opportunities for jobs for grr»duates in geriatric care 
are available. (An abstract of the relevant parts of the 
legislation is included in Appendix B.) one method of 
sensitizing potential employers to PA's skills, is to 
allow clerkship students to demonstrate their usefulness 
in settings such as geriatric outpatient care, ho-e cara, 
residential care, nursing homes, and research units. 

• . Unique Approaches Needed for Geriatric Training. 

The critical elements of the rationale for this argument 
are made in Sections 2 through 5 of the Introduction 
section of the manual. 

Adapting the model clerkship design to zhe individual 
cle -hip structure of the PA program. 

After administrative support for the development of the 
geriatric clerkship has been received, a faculty iiember 
should be designated to coordinate the clerkship. Ideally, 
this should be someone with an educational or clinical 
background in geriatrics, but the most important qualities 
the coordinator should possess are an enthusiasm about 
geriatric care, a positive view of aging, and familiarity 
with the program's resources. If the coordinator would like 
to develop greater expertise in the field, special faculty 
development activities in geriatrics are frequently available 
th-»-ough regional Geriatric Education Centers (GECs) (See 
Appendix C for a listing of GECs.) other sources might be: a 
Center on Aging in a university in the area; Continuing 
Medical Education conferences on geriatric topics, especially 
those sponsored by the American Geriatrics Society; summer 
short coursis er workshops offered through gerontology 
centers jr gerontology/geriatric organizations. Graduates of 
the Geriatric Education for PA Faculty (GEPAF) program at 
Stanford University (listed in Appendix D) or members of the 
Geriatric Interest Group in the Association of PA Programs 
(APAP) can also be helpful in orienting new members in the 
geriatric network to resources. 
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The first tasks or the coordinator in the process of 
implementation are to become familiar with the Model and 
draft a proposal for ways it could be adapted to the 
structure and resources of the program. For example, the 
length of the clerkship periods and the potential 
availability of clinical settings will influence the 
feasibility of using the learning experiences in edch 
Curriculum Unit. In programs using the preceptor, as opposed 
to the clerkship, structure for clinical training, the 
coordinator vill need to carve out special times, such as 
three days a week for six weeks to make the Model fit. 

Based on experit xes in field-testing the Model, it is 
strongly recommended that: 

a. l?o less than four week s be used for the geriatric 
clerkship; and 

b. It pot be combined with another clerkship such as 
internal medicine or family medicine. 

Implementing pre-clerkship geri'itric curriculum. 

It is recommeded that all students have a minimum of 20 hours 
of geriatric instruction before they begin their clerkships, 
so that the clinical training can build on a solid 
understanding of the important issues in health and illness 
among elders. Reading assignments are recommended using 
Kane, Ouslander, and Abrass, Essentials of Clinical 
Geriatrics as a textbook. (For a bibliography of geriatric 
textbooks and an article evaluating Kane and other possible 
textbooks, see Appendix E.) Another useful resource in 
planning a preclinical class in geriatrics is the Geriatric 
Curriqulp Resource Guide by Yeo et al. developed for the 
Geriatric Education for PA Faculty Project at Stanford 
University. This collection of resources includes a model 
geriatric curriculum for PA programs and is available through 
the Division of Family and Community Medicine, Stanford 
University School of Medicine, Stanford, CA 94305, for $18. 
(See Appendix F for order blank.) 

It is recommended that the geriatric coordinator enr^urage 
faculty members responsible for other courses in th.^ 
curriculum to integrate material about aging wherever 
w^^propriate. The pharmacology curriculum, for example, .aeds 
to stress special adaptation of drug regimens for elders. It 
is frequently helpful to acquire some good reference material 
for faculty mei^ers to use in the integration of topics in 
their classes, ^uch as a subscription to The Journal of the 
American Geriatric Society or purchase of some of the leading 
comprehensive texts listed in Appendix E (see especially, 
Cassel and Walsh) . 
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1 some cases, it might be arpropriatc to include all or part 

the readings and seminar sessions in the Model in the 
p eclinical rather than the clinical curriculum, especially 
if the personnel is not available to lead seminars for 
students during their clerkships. 

Generating faculty support foi the clerkship plans and 
obtaining appropriate institutional curriculum review. 

It is important to share the plans for the new clerkship with 
other i.aculty members and receive their feedback periodically 
during the planning phase so that tlieir support can be 
maintained, other PA faculty to be involved with the 
geriatric clerkship should be identified so that they can 
become familiar with tne clerk.iiiiip model and can be prepared 
for roles they will play. 

If approval for a new clerkship is required by an 
institutional or departmental curriculum committee, the 
appropriate review should be initiated well in advance of the 
target date of implementation so that any delay in the 
committe*^ process would not interfere with plans to begin the 
clerkship. ^ 

Locating, selecting and negotiating with appropriate training 

Since the selection of the settings in which the learning 
experiences are to occur is the most crucial step in the 
process of the Model's implementation it is extremely 
important to give adequate attention to this task. The 
following are recomm^^nded guidelines for that search and 
negotiation process. 

a. There should be experiences for the clerkship students 
In ail of the four major categories of settings: Health 
Promotion Resources (unless students have participated 
in {screening and health education activities in 
community-based senior centers in their preclinical 
geriatric programs); Outpatient; Acute Care; and Long 
Term Care, in both comiuunity and instxtution-based 
settings. (See Table on page 88 for possible types 

of settings in the four major categories, in addition to 
the classroom for seminar activities.) 

b. Locating potential settings can be a challenge for 
clerkship coordinators not familiar with the network of 
health care services for older .i-iults, so listed below 
are some hints for identifying clinical rtdources. 
Terms identifying types of settings are also defined in 
the Glossary at the end of the Manual. 
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(1) Notes on Using Veterans Administration (VA) Medical Centers 
and Area Health Education Centers (AHECs) . 

Reliance on VA facilities for clinical training sites in 
geriatrics has been very coaunon because of their rich 
resources and history of cooperativeness. One caution 
should be expressed in this area, however. Because of the 
very small proportion of femalas among VA patients, 
training exclusively with that population does not prepare 
a student to work with most non-VA older patient groups who 
are predominantly female. Programs are advised, then, to 
take advantage of VA strengths in clinical geriatric 
programs available to them (e.g. Hospital Based Home Care, 
Geriatric Evaluation Units) , but to supplement those 
experiences with more representative clinical sites for the 
students, especially in the area of outpatient and nursing 
home care. VAs with Geriatric Research Education and 
Clinical Centers (GRECCs) can be an especially valuable 
resource since they frequently nave special educational and 
clinical programs in geriatrics for a variety of 
disciplines. (See Appendix G for listing of GRECCs). 

Another resource that could be helpful to coordinators if 
iz is available in ti.a region is an Area Health Education 
Cer.ter (AHEC) with a special program in geriatrics as an 
educational priority for their region, it would be wise to 
explore the possiblility of joint training if an AHEC 
exists in your area. 

(2) Health Promotion Resources. 

It is very important 2or students to be exposed to healthy, 
indep»»ndent elders in the course of their geriatric 
training, so that they will resist the tendency to assume 
that aging inevitably involves illness. Community-based 
multipurpose senior centers are an excellent resource in 
which to have students interact with a large number of 
active elders and participate in health promotion 
activities, such as screening and health education, with 
well elders. (It is not rejommended that adult day care or 
day health centers for frail elders be used for this 
purpose.) Senior centers can be located through Senior 
Information and Referral (I&R) services, which are required 
for every area through the local Area Agency on Aging. 
(Telephone books frequently list the I&R service under 
"Seniors" in the front of the government services section.) 
Meal site or nutrition programs are frequently in senior 
centers but can also be found in churches, lodge halls, or 
other non-profit facilities. They are frequently pleased 
to have students give a presentation on a health promotion 
topic since fiey need educational activities and typically 
have little or no budget to provide them. 
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SETTINGS FOR LEARNING EXPERIENCES 



Key 

Sr. Ctr. I. Health PromcticMi Resources 

Cations: Senior centers 
Meal sites 

Health screening prograrrs 
Elder Day Care Center 
Family support programs 

Clin. II. Outpatient Settings 

C^5tions: Community geriatric clinics 
Clinics in retirement housing 
Older patients in Family 
Practice, General Medicine, 
or Healch Maintenance 
Organization 
Geriatric evaluation units 
Religious geriatric centers 

Hos:3. III. Acute Care Settings 

C^^tions: Geriatric ward 

Geriatric consult service 
Older patien^^s hospitalized for 
surgery or acute episodes 

LTC IV. Long Term Care Settings 

LTC A Options: Comnunity-Based 

Home Health Services 

Day health or Day care center 

Hospice 

LTC P Institution-Based 

Hospital Based Home Care 
Rehabilitation unit 
Continuing Care Retirement Centers 
Intermediate Care Facility 
Skilled Nursing Facility 

Sem. V. Seminar Series: Classroom 
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since health pre .otion activities are frequently provided 
for family caregivers and frail elders through day care 
centers and family support programs, they are also incl"'io'^ 
in this category, but they should be used in addition to, 
not instead of exposure to healthy elders, senior l&R 
H®r^7f«*' usually be helpful in identifying elder (or 
"adult" or "senior") day care or day health care centers 
and family support groups for caregivers. Support groups 
can be associated with the respite services of a day care 
center or organizations dealing with specific disabilities; 
5?!^r.Siff"P^^' Alzheimer's Disease and Related Disorde- s 
(ADRDA) chapters frequently have c?*reg'ver support groups. 

(3) Outpatient Sett in'- s. 

Some communities have primary caru clinics & i A&ll ' -^or 
older adults, and some Health Maintenance Organizations 
(KMOs) or general ambulatory care clinics have special 
unxtd or special days designated fo- geriatrics. There are 
frequently outpatient clinics that ooerate on certain days 
in larger retirement housing facilities (not nursing homes) 
or continuing care rrtirvment communities (CCRCs) . (CCRCs 
provide multii^ levels care, usually from independent 
living to skilled nursin7 care und may also be called "life 
care communities" or "continuuia-of-car- facilities".) Any 
oi those opt: ns would _a likely to include clinicians with 
experience and interests in geriatrics. 

If special geriatric outpatient settings cannot be located 
tiirough health care networks or Senior I&R, it would be 
necessary to locate a primary care physician nd/^r who 
is interested in geriatric medicine and who has a large 
mmaer of older patients. Some suggestions would be asking 
one or jiore of the toJ .owing sources for referrals to 
appropriate providers: the coui.cy medical society o^ local 
chapter of American Academy of Family Practice, local 
clinic or hospital administrators, nursing home 
administrators, Cray Panther or American Association of 
Retired Persons chapters, staff members at senior centers 
or the Area Agency on Aging. Or.e would want tr confirm the 
phy:,ician»s interest and expertise in geriatrics by ?sking 
about membership in the Gtrlatti'j Society or siudlar 
professional activities. It srould be no.ed that a 
certifying exam for compr>tency in geriatrl:^ will be given 
for both internists and family physicians with geriatric 
training and/or experience Beginning in 1988; this will 
provide a helpful guide for locating por mtial preceptors, 

Multidisciplinary Geriatric Evaluation Units (GEUs) are 
usually located in a VA or university-affiliated medical 
centei . 
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(4) Acute Care Settings. 

If possible, loca^-e a hospital -ith a geriatric consult 
service, in-patient GEU, or geriatric M^rd, since the staff 
in those unitd would probably have more relevant training. 

(5) Long Term Care Settings. 

Home Health service experiences for PA students can 
soiaetimes be fount* with community based hcmecare services 
o.g. , Visiting Nurses Asscciations) , but _f a physician or 
PA is not part of the team, the training may be more 
observational than experiential, one particularly valuable 
resource is a Hospital Based Home Care (HBHC) program with 
a physician on staff. There are available in some VA c>nd 
other geriatrically-orienteu hospitals. fsee Apperdlx I 
for list of VA HBHCs.) 

Day Health Care Centers (or sometimes Day Hospitals) , 
comJ:j.ning car** for very frail elders at risk of 
institutionalization by a multidisciplinary team with 
respite for caregivers, are found in an increasing number 
Of urban areas. Hospice services are important sources of 
support to terminally ill eiders and their families, 
especially those with cancer. Either of these may include a 
physician or mid-level practitioner on the staff and can 
usu- ly be located through the Senior l&R service. 

If there is an established "Teaching Nursing Hrme" 
affiliated with the university that has made a commitment 
-o -raining ^alth care studer.ts, it would be the best 
institutional Ion-,' term care setcing. if not, community- 
based nursing homes (skilled nursing or intermediate care 
facilities) can be cultiva-ed. Large not-for- 
profit facilities, or proprietary chains with a commitment 
to training have been utilized successfully. 

Rehabilitation Units are often affiliated with acute care 
hospitals and provide valuable training opportunities 
involving multidisciplinary teams. 

A particularly positive experience has been reported by 
some programs in cCRCs with multiple levels cf care where 
students can see nursing home residents in the context of a 
large number of healthier elde s. Although residential 
care facilities do not usually provide nursing or medical 
care for their residents, physicians and mid-level 
practitioners are frequently involved in giving physical 
examinations for admission. The same level of care may go 
by a variety of names, suzh ar, "community care" or "board 
ana care" or "personal care" and usually involves meals and 
some supervision and assis.-\nce with dressing or bathing. 
This type of care is frequently one of the levels of care 
given in CCRCs. 
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c. The final choice of the clinical training sices > pends 
on a number of factors, including the receptiveness of 
the staff in the site, of course. The following 
guidelines are provided to help the coordinator evaluate 
potential sites in those cases in wnich there is more 
than one choice in the different categories of settings. 

Choices should be made keei ing in mind the traditional 
criteria used by PA programs for positive learning 
experiences including: adequate space for students; 
adequate time for supervision and teaching by clinical 
instructors; positive at-.itudes toward teaching; 
training and/or e perience in clinical teaching by 
clinical instructors; sufficient opportunity for patient 
encountei.^; positive attitudes toward patients by 
clinicians; well-organized record-keeping practices; and 
ab. xity of the clinical instructor to provi ie a 
supportive teaching relationship wirh thp =studf .t, 
including an ability to communicate with, observe, and 
evaluate the student in an effective manner. 

In addition to those -riteria. ideal characteristics for 
the clinical sites fo^ the Mouel Geriatiric Clerkship 
include: 

1. Tl -i ability to provide c.Tinical role models with 
positive (non-ageist) attitudes tovard older patients; 

2. Clinical practitioners who have geriatric training or, 
at the least, considerable geriatric experience; 

3. Utilization of a functional approach to geriatric nealth 
care ; 

4. Utilization of mult idisciplj nary health care for elders, 
preferably in a team setting; 

5. Sufficient older patients with a majority female an'i a 
variety of ethnic/racial backgrounds; 

6. If possible, inclusion of elders as -■nr .cipants in 
policy-making roles, such as memLsrr of an Advisory 
Board. 

These criteria ar* ^isteJ on the checklist on the follcwincr page 
to help coordinators evaluate potential sites. 
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MM)EL GERIA'lRIC CLERKSHIP: THE CONTINUUM OF ELDER CAPE 
Checklist for Assistance in Selection of Clinica l Settings * 
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IbLicy Ibles 



Other 
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• M» esilt criteria for each potertial aettiig on a scale of 0 « Hst pcesent to 3 * Rilfills criteria lell 



Np.gotiations with staff members or administrators in 
potential training sites may include those in which 
nurses are the traditional administrators fe.a. home 
health agencies or nursing homes) . In those cases there 
may be a particular sensitivity to training PAs if they 
are viewed as potential competitors, it has been 
possible in some sites, however, to overcome an initial 
resistance by careful educat: jn of the nurses and other 
staff members about the role of PA's. In a nursing 
home, it is recommended that a preliminary meeting be- 
held witl the director of nursing, as well as the 
medical airector and administrator, to assure their full 
understanding and cooperation with the ure of the si-:-e 
for training PA itudents. 

To help orient the staff of potential sitF= handouts can 
be provided describing the FA program, the clinic'^l 
background of prospective students, and ways in which P\ 
graduates are being utilized especially in the field of 
geriatrics. (See articles listed in Appendix A for 
examples . ) 

In negotiating with the sta** of potential sites, 
coordinators should be aware of the burden that training 
activities may place on potential preceptoi • and 
clinical supervisors. One recon-endation tactic is to 
offer a "Quid Pro Quo" to the sites in return for 
training activities, such as geriatric reference 
r^aterials or audiovirual equipment the program could buy 
for tne site. The program might formally recognize 
those who supervise students, or designate the site as 
"an Official Clinical Geriatric Site" for the academic 
institution. Continuing education for the staff by the 
student or faculty could b.. offered, or the student 
-^ould develop a resource lis_ or other products needed 
by the site. 

If other training progratis in your unxversitv (e.g. 
nursing or medicine) utili7e the same sites for 
geriatrics that you are developing, training schedules 
should coordinated with the site personnel and with 
faculty in the other programs to minimize negative 
competition or burden for the siies. 

When arrangements Are finalized tc use a clinical site 
for training students in the geriatric clerkship, the 
appropriate written documents should be completed. 
Programs hardi<» these agreements in a variety of ways; 
they can be ormal letters or affiliation agi'-ments 
or formal contracts. They frequently contain i .;cific 
information on liability coverage for the studentr who 
are seeing patients, which may be different in 
institutional training sites and private practice 
settings. 
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Faculty coordinators who are not familiar with the 
process or negotiating the affiliation agreements should 
be aware that it can take up to six months in sn^e ^^=0= 
If several levels of approval or legal ^ssue are'" 
involved. 

al^neceSsaS^"^'' P^«=«Pt°^s and providing fe^culty devopment 

A Darticularly important part of the site selection process 
5^" i?^ Physician and/or PA preceptors who are interested 
^rf*°^i"2 students, who are familiar with the role and 
sxiiis of PAs, and who are knowledgeable about geriatrics- 
It IS important to assess the preceptors' formal medicc/c 
^Jii" in geriatrics as well as their continuing education 
through geriatric conferences, journal reading, and 
membership in various geriatric organizations. For 
preceptors with a family medicine or internal medicine 
background but no specific geriatric training, offering them 
a copy of Essentials of Clinical Geriatrics by Kane, 
Ouslander, and Abrsss is hel?ful. Also sending the geriatric 
.A curriculum outline and journal articles which will be 
required reading for students is . non-threatening way ro 
augment the -preceptors' geriatric knowledge. The same 
process can t« used with other team members who are being 
asked to supervise training. 

One particular problem that arises is in the area of teaching 
J,"?;??? "f,''^ funcUonal assessments, since the concept of a 
functionally oriented history and physical exam is relat^velv 
uni^e to geriatrics, potential precijptors without c-eri-^ ric 
training are frequently not fami.Mar with the ski^ and' 
procedures invol/ed. In those Cw.es, it U particularly 
important that "staff development" be given to those who will 
be teaching Unit IT of the clerkship curriculum. Tha 
materials for the seminar on functionally oriented 
comprehensive health assessments should be made available to 
the potential preceptor early in the planning stage. 

Selecting or developing writ^--" and audio-visual teach- nc 
material and evaluation fon.s to be used in the clerkship. 

Although it is not common in some programs to include reading 
assignments or audio-visual materials in a clerkshic. thev 
are included in the Model for use if it is dee^dSM 
app.ropriate. Especially if students have not acquir^.d a good 
basic text or reference in geriatrics in their precllrical 
training, it is ext. imely important that they have one 
available to them in their clerkship. Readingf, also serve the 
functions of supple..ient< nr the background of preceptors cr 
faculty members when they may be new to the field of 
geriatrics. 
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It is recognized that the logistics of having students view 
videotapes during a clerkship may be difficult and may not be 
practical. Coordinators who woula like to include the 
audiovisual learning experiences in the Model (or others of 
their choice) can obtain a guide, Audiovisual Resources for 
G?3^1fttrlg Education, with information on Fources and prices 
through the Tacifiw Geriatric Education Center at the 
Univarrlty of Southern California listed in Appendix C. No 
specific title is given for the videotape on functionally 
oriented comprehensive health assesment ^n Unit II because 
none could be located that was deemed appropriate. Plans are 
to develop one through the Stanford Geriatric Education 
Center during the igfeT-SS academic year, however, and should 
be available by 1989. 

Since the geriatric clerkship involves multiple sites and is 
usually more complex than other clinical rotations, it is 
helpful to havf^ written instructions prepared for students 
explaining thexr responsibilities and specific information for 
reporting to each site. 

It is wise to plan the type of svaluation that is to be Uoed 
for the clerkship well in advance of scheduling the first 
student. Three tools that could be used for evaluatation are 
included on the following pages. Tney could be used as 
supplements to the programs »s standard ^/aluation forms for 
clerkships. The knowledge section should be modified to fit 
the individual settings and learning experiences used from 
Ihe Model. The three tools are: 

a. A post-test designed to measure student progress toward 
cognitive (knowledge) and affective (attitude) 
objectives of the clerkship. Part I includes code, 
aatching, and multiple choice questions; Part II is 
composed of modified patient management problems. Part 
III and IV measure attitudes toward sging and 
multidisciplinary veams. Correct answers for PartL I and II 
are found in Appendix J. 

b. A sample rating form for evaluation cl clinical 
encounters to measure student's progress toward 
behaviOi.-al objectives. It can be used by a faculty site 
visitor or for the student*.^ performance in an actual 
clinical situation, in a vi:4€otaped encounter or a 

role playing situation. Unless absolutely necessary, it 
is not recommended that the form be used to rate the 
student's habitual performance or a global basis after 
the erl of the clerkship, since that i^y ^ of evaluation 
is subj'>ct to conside-ribl e bias. 
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The form includes rating for skills in comnunication, 
functional evaluation of ealth status, and patient 
management/problem snivi nrr. Brer'-'"'- •••^a*- r-r—*- -^ -~ 
a standard site visit form used in all clerkship 

^^y^want to incorporate some of the items 
from this form for a focused rating of geriatric skills. 

c. Checklist and rating form for each of :he learning 

experiences to measure degree to which the assignments 
were completed and how they were evaluated by the 
student. 

Any or all of the forms may be useful as a basis of a summary 
conference evaluating the geriatric clerkship from the student 
preceptor, and faculty perspective. sruaent, 
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SAMPLE EVALOATION INSTRUMENTS 
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Po6t-AssessnEnt for 
Mcxiel Geriatric Clerkship for PA Studants 



Use the follcwing code chart for questions in this 
section. 

A = lf2,3 cire correct 
B = 1 and 3 are correct 
C = 2 and 4 are t irrect 
D = 4 only is currect 
E = Pul are correct 



Troe stateinents about presbycusis include vrfiich of the 
following? 

!• rhe oi:sei" of hearing loss ""s usually gradual 

2. Poor speech discrimination, especidlly in the 
presence of bcckground noise, is wery common 

3. It affects nore tharrha]f of individuals over 65 in 
the U.S 

4. Total d .af ness is rare 

(Libcw & Shenran, 
Chaptc^r 9) 

A patient is referred to you with bone conduction 
threshclc^*:^ indicating inpairf^ hearing. He may have: 

1. Paget 's disease 

2. A scarred tynpanic membrane 

3. Impacted cerumen 

4. Presbycusis 

(Libcw & Sherman, 
Chapter 9) 
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Irrportant parts of the Dasic evaluation for elders who 
fall include which of the following: 

1. Sitting eind standing blood pressure aind pulse 

2. Test for conductive hearing less 

3. RomLerg test 

4. CT scan 

(Kane, et al., Chapter /) 

Principles of wcrking with older adults include vAiich 
of the following: 

1. Intervention in the life of an older person should 
always be preceded by a comprehensive assessment 
of the patient's functioning, except in 
ejrergencies 

2. Multidisciplinary teams of professionals are 
reconnended in the care of older adults 

3. Care of older adults requires a new type of 
service: case management 

4. Older adults are ti:jatabl3 

(Pfeiffer article) 

Common causes -^f underreporting of symptoms by elders 
include: 

1. fear 

2. Impairment of memory and other cognitive functions 

3. Non-sp^jfic or atypical presenta*:ion of disease, 
compared to middle-aged or younger patients 

4. Patients' anticipation of illness as a norma, result 
of aging 

(Kane et.al, page 37) 
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6. 


" 1 

Conronly abnormal laboratory paramerers aiong elders 






include v*iich of the following: 


1 




1. Electrolytes 


- 




2. Sedimentation rate 






3. Liver function tests 






4. Albumin 


■ 




(Kane, et.al, page 47) 


■ 


7. 


lADL's include 






1. Shopping 


1 




2. Continence 






3. Reading 


i 




4. Dressing 






(Kane, et.al, page 50) 


• 


8. 


Which statements are true of incont.inence? 


■ 




1. Urinary incontinence is more prevalent in males 






than females 






2. Most patients with urinary incontinence also have 






fecel incontinence 






3. A residual urine volume of more than 50 ml indicates urinary 






retention 






4. Atrofiiic vaginitis can lead to transient, 


m 




reversible urinary incontinence 






(Kane, et.al., pp. 123-124) 


■ 


9. 


Health screening or innmunizations recommended foi. 






elders every two years or less include wliich of ^-'^e 






fol levying: 






1. Influenza immunization 






2. Blood pressure measurement 


1 




3. Test for cccult blood in stool 






4. Chest X-ray 


• 




(i'ane, et. al., page 297) 


1 




103 






95 


r 






Ierlc 













Which of the following are potentially reveisib'3 
causes of deinentia: 

1. Metabol r disorders 

2. Nutritional deficiencies 

3. Tumors 

4. Acute myocardial infarction 

(Kane, et al, page 69) 

True statements concerning decisions about life- 
sustaining therapy for incompetent patients include 
v*iich of tlie following: 

1. The decision of a surrogate is considered as binding for the 
provider as the decision of a competent patient 

2. Living wills are used in soi.Te states for elders to 
give directions to providers before the elders become 
incompetent, but these Ijave been found to be vague and 
probably unenforceable 

3. Durable powers of attorney cannot, by law, be used 
for health care in most states 

4. Resuscitation decisions should be documented on a 
patient's chart, and orders not to resuscitate 
should be written along with the therapeutic 
orders so that their existence and authority are 
not misunderstood 

(Lynn, Chapter 22; 
pp. 327-32S) 

V^omen v*io benefit most from estrogen treatment to 

prevent osteoporosis include i^romen from v*iich of the following 

grcups? 

1. Women without utoruses 

2. Black women 

3. Peri menopausal women 

4. Ctoese women 

'Kane, et.al., page 167) 
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_i3. Techniques of managerr^ent rcccT^rcnded for elders 

identified as being in the early stages of dementia 
include which of the following: 

1. A trial administration of flurazepctm to reduce the 
risk of night wandering 

2. Recornmendation to the caregiver of a regular program of 
new experiences and environments to provide maximum 
intellectual stimulation 

3. Prophylactic doses of ami tripty line to reduce the 
risk of depression 

4. Administration of the Mini-!<1ental State Examination 
at six-month inter ils 

(Winograd & Jarvik article) 

_14. Guidelines for building good relationships with older 
patients include: 

1. Getting to know the patient well using a 
comprehensive (or life) history 

2. Being frank with the patient 

3. Including patient as full participant in decisions 
about treatment 

4. Recognizing negative prejudice against eiders 
(ageism) and avoiding write-off of patients due to 
supposed "senility" or old age 

(Butler article) 

15. Recommended interview techniques for older patients include: 

1. Including a family member or friend in the initial 
interview to verify inforr.ation 

2. Scheduling the interview in early morning slots to 
reduce the fatigue 

3. Keeping the nterview directed to the medical 
lnfolTnati^.n needed so as to reduce the patient's 
tendency to ramble 

4. Touching — this may be irnportant in establishing 
meaningful relationships 

(Libcw & Sherman/ page 41) 
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^16. Which of the factors below are frequent contributors to 
thie developT'ent of pressure sores? 

1. friction 

2 . i-Joisture 

3. Shearing forces 

4. Malnutrition 

(Kane, et. al, page 173) 

11. Which of the following statements is/are true about 
serum creatinine? 

1. Many elders have norml serum creatinine levels 

2. Lean muscle mass and creatinine production both 
affect serum creatinine levels 

3. Seruir. creatinine in elders may be normal at a time 
when renal function is actually reduced 

4. Serum creatinine is a better indicator of renal 
function in elders than i.. younger patients 

(Kane, et. al . , 
pag2S 6, 26) 

18. Antidepressants having a negligible level of sedative 
effect in the elderly include: 

1. Amitriptyline (Elavil'^)) 

2. Doxepin (Sinequan'^h 

3 . Trazodone ( Desyr e 1 ^ 

4. fXoipramine (Norpramin'^h 

(Kane, et. al., page 102) 
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B. For questions in this section, <*oo9e the one test 
ansijer. 

_19. The most common reaction of elders to abuse is: 
a. anger 
denial 

c. reporting to autl^io "les 

d. reporting to social worker 

e. telling a ^raend 

_20. The leading cause of irreversible blindness in the 
elderly is: 

a. Cataracts 

b. Diabetic rel Jiopathy 

c. Ischemic optic atrct^y 

d. Senile macular degeneration 

_21. The most common form of glaucoma in the older 
population is: 

a. Primary open-angle glaucoriB 

b. Secondary open-angle glaucoma 

c. Primary angle-closure glaucoma 

d. Secondary angle-closure glaucoma 

22. The most comnon functional psychiatric disorder in 
elderly people ^o: 

a. Hypochondriasis 

b. Anxiety 
Depression 

d. Paranoia 

e. Schizophrenia 
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23. An elder diabetic faces the risk of \^ich of the 
following, (not found among vounqer diabetics)? 

a. DiabPtic nejiiropathy 

b. Autonomic neuropathy ca^asing impotence in noles 

c. Hyperosmolar nonketotic coma 

d. Diabetic ketoacidosis 



C. For the folloimig staten«its indicate: 

a. If it IS true of Medicaid 

b. If it is true of Medicare 

c. If it is txve of Medicaid and Medicare 

d. If it is true of neither Medicaid or Medicare 

24. It covers a limited number of skilled nursing horrie days 

25. It covers the cost of prescription drugs 

26. Middle-and-upper income elders are not elicjible 

27. State and federal governments both contribute to the 
support of the program 



D. Mark letter for best answer in space before description 
belov: 

a. Alzheimer's Disease 
b - Pseudodement i a 
c Delirium 

d. Mu>i Infarct Disease 



28. Pathology includes neuronal plaques aid 
neurofibril Irry tangles 

29. Patients experience a stepwise progression of symptoms 

30. Patients commonly complain of cognitive and memor>- loss 

31. Clouded consciousness is frequent 

32. A history of hypertension is common 

(Katz article) 
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Part II 






Based on case descriptions, answer tne following questions for cases 




A, B aiid C. 






A. Mr. 


T., a /O-vear-cld former television star, comes to 


V 


your office complainir(g that, although he has been 




athletic all his life, his body is "treating jie wrong.'* 




He 


has tried to ignore many of his complaints for a long 


■ 


time, but he is chronically fatigued; food doesn't taste 




the 


same and is bi tter-tasting; his legs and feet feel 




nunb a lot? and he wonders if he is getting old. 






me nObi I . I KKT .Y reason ror cnanges in nc?w eocg LGSces 






to Mr. T. is: 






a. Liver disease 






b. Diminished sense of smell 






c. Decreased acility to masricate 






d. Mild depression 




2. 


Loss of sensation in the lower extremities of the 


■ 




elderly can be attributed to: 


* 










b. 2 and 4 in the soft tissues of the 


■ 




c. 1, 2 and 3 thighs, legs, and plantar 






d. 4 on]y surfaces of the toes. 






e. All are correct 2. Decreased circulation to 


M 




the lov;er extremities. 


IP 




3. Denervation and muscle 






atrophy in the extremities. 






4. Thickening of the stratum 






corne'jm of the skin. 




3. 


The symptoms of chronic fatigue can involve an 






extensive work-up. All of the following are possible 


1 




reasons related to normal aging changes EXCEPT: 






a. Chronic, mild respiratory acidosis with normal 


1 




activi ty 


V 




b. Tissue changes in the central nervous system. 






spinal cord, and peripheral nerves 






c. Simple "old age" 






d. Subclinical, therefore undiagnosed, infections 
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4. Your history of Mr. T. should include: 





1 ana j 


1 • 


History or ^^r-isenuing 


I 


2 and 4 




complaints 


c. 


1, 2, ard 3 


2. 


Pertinent RDS, particularly 




4 only 




neurological 


e. 


All are correct: 


3. 


Previous hospitalizations 








and outcores 






4. 


Medication history, 








including allergies 


For 


an adequate Tied 


ical eva^jation of iMr. T. (above; , 


necessary baseline i 


Teasurernents would include: 


a • 


1 and 3 


i. • 


EKG and CXR (PA and left 


b. 


2 ar.d 4 




lateral) 


c. 


1, 2, and 3 


2. 


Hgc, Hot 


d. 


4 only 


3. 


Fasting glucose, 


e. 


All are correct 




electrolytes, liver 








function tests 






4. 


Clean-catch urinalysis, 



serum creatinine 

_ 6. >vT-ien the life history, physical exam, and baseline 

lab data prove to oe negative for Mr. T. (arove) , you 
then pursue which of the following options for his 
holistic health care: 

a. Rsassure hi'n that his symptoms are part of graving 
older and that he'll ]ust have to accept them. 

b. Explain to him that although his symptoms are 
common to the normal aging process, you'd like to 
hear more about his concerns about growing old. 

c. Educate hun on the extensive changes that occur 
with aging and ask him to core in again if he has 
any unusual symptoms. 

d. Provide him witti a list of vitamins and minerals 
to slew down the aging process. 

B. Mr. B as a 66-year-old white male who comes to the clinic 
with his wife. £l.e called to request an evaluation of 
his progressive memory icss and jjicreasing confusion. 

_ 1. With the above inforinatiori as the chief complaint, 

which of the followrg questions would be necessary to 



ask 








a. 


1 and 3 


1. 


List all current prrscrip-^ 


b. 


2 and 4 




tions and over-t'ie-counter 


c. 


1, 2, and 3 




medications 


d. 


4 only 


2. 


Descr be your sleep habits 


e. 


All are correct 


3. 


What :s today's day ai.d da*-^ 






4. 


Do you have trouble get- 



ting to the bathroom on tame 



ERIC 



110 

102 



In gathering Mr. B*s history, v-hich of the following 
needs to be considered: 



a. 1 and 3 1. 

b. 2 and 4 

c. 1, 2, and 3 2. 
a. 4 only 

e. All are correct 3. 



4. 



His reliability as a 
historian 

His use of words, simple 
and complex sentences 
His facial gestures, body 
movement, and posture m 
relation to his speech 
His educational background 



(Kane, Chapter 4) 



Adequate evaluation of a dementia (Alzheimer's) 
patient includes ;^.iCh of the following: 



a. 1 and 3 Ic 

b. 2 and 4 2. 

c. 1, 2, and 3 3. 

d. 4 only 

^. All are correct 4. 



lADLs and ADLs 
Patient's financial status 
Quality of life for 
caregiver 

The children's financial 
status 



(Kane, et. al.. Chapter 4) 



During the mter/iew, you learn that Mr. B. is aware 
of his memory loss, becomes frustrated and upset at 
times because of it, has been writing himself notes 
for 1-2 years but this doesn't always help anymore, 
and IS frightened about the possibility of having 
Alzheimer's disease. If you were to address his 
concern following a certain ethical stance, you 
would: 



a. Include Mr. B m the explanation of his diagnosis 
and treatment plan 

b. Exclude Mr. B from knowledge of his diagnosis and 
establish a treatment plan for him to follow 

c. Both "a" and "b" can be justified by a particular 
ethical position 

d. Neither "a" nor "b" is justified by an ethical 
stance 
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With a diagnosis of Alzheimer's disease, Mrs, B. 
chooses to care for her husband at hone as long as 
possible. To assist her, you would do which of the 

a. 1 and 3 1. Advise her to change her 

b. 2 and 4 mind and consider a SNF as 

c. 1, 2, and 1 soom as Mr. B begins to 

d. 4 only require constant super\':sion 

e. All are correct 2. Give her the naine of the 

local Alzheimer's Disease 
and Related Disorders 
Association chapter 

3. Begin instructing her on 
incontinent care, and 
prepare her for Mr. B's 
death 

4. Provide her with ideas to 
help Mr. B stay 
oriented and manage for 
hi.iTself as much as pos- 
sible; keep in touch by 
phone to monitor lAr. B's 
progression 

D'jring the course of Mr. B's disease, Mrs. B will 
need: 

a. 1 and 3 1. Instruction m simple 

b. 2 and 4 nursing care such as skin 

c. 1, 2, and 3 care, suctioning for 

d. 4 only choking episodes, etc. 

e. All are correct 2. Referrals to respite, and, 

if necessary, home health 
agencies 

3. Someone to listen sympa- 
thetically to her 
difficulties and to assist 
her m making objective 
decisions 

4- To institutional 'tze her 
husband 
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Wit±i the awareness that Alzheimer's is a progressive 
degeneration of the cerebrum, preparation for the 
patient's death wll include: 



a. 1 and 3 1- 

b. 2 ard 4 

c. I, 2, ard 3 

d. 4 only 2. 

e. All are correct 

3- 



Examination of the health 
care provider's own 
feelings about ceath 
Insistence that the family 
a] lew an autopsy 
Discussion of the probable 
causes of death and the 
family's wishes for use of 
extraordinary life-savmg/ 
life-preser/mg measures 
Assistance with funeral 
arrangernents 
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Mrs. Andrews, an 87-year-old woman, is brought to your 
office by a worried daughter. She has been a patient at 
the clinic for many years, but you have not seen her 
before. The presenting complajnt is: "I don't feel 
^^11, I'm tired and don*t want to eat." Her vital signs 
are: BP 164/88, P 96, R T 98.6°. 

1. Without ai.y farther infonration, what data will you 
want from her record: 

a. 1 and 3 i. Baseline temps 

b. 2 and 4 2. Hypertension history 

c. 1, 2, and 3 3. Previous weignt 

d. 4 only 4. Previous height 

2. Irrportant inforration to gam frorr. her PMH would be: 



a. 


1 ard 3 


1. 


Medications 


b. 


2 and 4 


2. 


FafTiUy history 


c. 


\, 2, and 3 


3. 


Hospitalizations 


d. 


4 only 


4. 


Childhood diseases 


e. 


Ail are correct 







3. Lab \'Jork you would do FIP>£T tnat wuld help with th. 
diagnosis would be: 

a. 1 and 3 1. Sed rate 

b. 2 and 4 2. CBC 

c. 1, ?r and 3 3. LPTs 

d. 4 only 4. Urinalysis 

4. Your focused physical exam for this worran (above) 
would exclude whicn system at this visit: 



a. Lungs 

b . Heart 

c. Abdomen 

d. Skm 
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Di sagree 



Strongly 
Di sagree 



For each of the foUowing phrases place the nun^ber from the scale above 
that best describes your feelings about growjng older yourself. 



1. ;]oyful 

2. confused 

3. vy^rried 



4. unconcerned 



5. curious 



6. excited 



7, interested 



8. frightened 

9. resigned 

10. looking forv/ard to it 

11. depressed 

12. dreading it 



13. don't want to think about it 

For the following phrases place the nuinber from the scale above wh:ch best 
describes your conception of what it will feel like when you are old 
yourself. 

14. powerful 

15. tired 

16. having rany options in life 

17. unloved 

18. sick 



19-. ugly 
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20. wise 
21= usel6ss 

22. loved 

23. content 

24. dasappcHited 

25. healthy 

26. hav}ng few opt:ions }n life 

27. afraad of death 

28. involved 

29. alone 

30. attractive 

31. dependent 



Mark the place on the scale that best describes your expectation of how 
your own agixig w3il compare to the experiences of most people. 



My experi- 
ence W} 1 1 
be much 
more posi- 
tive than 
that of 
most older 
people 



Somewhat 
more 
positive 
than nrrost 



About the 

sanre as 
most 



Somewhat 
more 

negative 
than most 



Much More 
negative 
than most 



To ^A/hat age would you like to live? 
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PART IV 



Based on the following scales, pleasv^ indicate the number that best 
describes voui careet preferences (what you would like to do) and career 
axgectatT^'^s ^That you expect that your will do, given the ]ob market, 
your tp^ training, etc.) for the situacions described below. 

Preferenc es 

1 2 3^ 5 



I definitely 
do not want 
to do this. 

Expectations 

1 



I'm undecided 
or dor/t care. 



I definitely 
do want to 
do this. 



I definitely 
do not expect 
to do this. 



I*m unsure 



I definitely 
expect to do 



lis. 



Career 
Preference 



Work with Older Patients 

Work on an 

Interdisciplinary Team 



Career 
Expectations 
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Rating Form For Evaluation Of Geriatric 
Clinical Encounter 



Student's name: 

Rater's name/role: 

Date of eiicounter/rating: 



On a scale of 1 « excellent to 3 * poor, please rate the following aspects of the 
patient encounter as it was performed by the clerkship student. If there was no 
opportunity to observe, please indicate by circling NA. Include any conments below 
the appropriate categories. 



A. Comnunications 



Excel- No 
lent Poor Observa^^ion 



1. Maintained respectful tone and lang'oage 
nowaiJ elder. 

2. Comunicated m an understanding and 
clear manner in view of '^Iders' 
high probability of hearing and/'' * 
vision losses. Used compensatory 
techniques effectively wheti communicating 
with elders with know sensory deficits. 

3. Recognized and responded to culturally 
diverse needs and connunication styles 
anwng elders from various ethnic 
backgrounds. Exhibited sensitivity to 
cultural variations in health beliefs 
and health behaviors among minority 
elders. 

4. Demonstrated the need for patience in 
interacting with older adults in 
recognition of slower response times. 

5. Exhibited re-^^enition of diversity among 
elders and sei i^^iivity to darr^^r of a^eist 
stereotype. 

6. Avoided attributing to old age potentially 12 3 4 5 NA 
treatable disabilities. 

7. Exhibited belief in the capacity of elders 12 3 4 5 NA 
to improve physically and/ or psycho- 
logically. 

8. Demonstrated concern for the self-esteem 12 3 4 5 NA 
of older adults. 

9. Exhibited empathy for older adult? under- 12 3 4 5 NA 
going losses in social roles, and/or 

sensory and functional abilities. 
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1 2 3 A 5 NA 

1 2 3 A 5 NA 

L 2 3 A 5 NA 

1 2 3 A 5 NA 

1 2 3 A 5 NA 



Excel- 
lent 



No 

Poor Observation 



10. Demonstrated awareness of and compensation 1 2 3 A 5 NA 
for potential underreporting of symptoms. 

11- Listened empathetically to elder's family 1 2 3 A 5 NA 
members' concerns. 



Comments: 



B. Evaluation/Management of Health Status 



Excel- 
lent 



1. Elicited information from elder (^r 
other informant) on the history ot 
common concerns affecting functional 
status (e.g. incontinence, falls, 
depression) . 

2. Health problem(s) was(were) assessed and 
plan was developed reflecting the following: 

a. Knowledge of common geriatric problems 

b. Recognition of interaction of multiple 
pathologies 

c. Possible atypical or nonspecific 
presentation of disease 

d. Danger of ia^^rogenic consequences 
of treatment 

e. Appreciation ot role of family and 
conmunity resources in support of older 
adults 

f. Appreciation of role of family and 
conmunity resources in support of 
older adult £ 

g. Attention to need for cost containment 
strategies in suggesting management 
altemat^^ves 
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2 
2 

2 

2 

2 



3 
3 

3 

3 

3 



Poor 



1 2 3 A 5 



1 2 3 A 5 



1 2 3 A 5 



No 

Observation 
NA 



NA 
NA 

NA 

NA 

NA 

NA 

NA 
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Excel- No 
lent Poor Observation 

Vi TiiH'i /^'i niic use of lab tests relsvsnt 1 2 3 A 5 NA 

to differential diagnosis 

3. Included functionally oriented evaluation 
of the following: 

a. Hearing and vision 1 2 3 4 5 MA 

b. Walking/ambulation/mobility 1 2 3 4 5 MA 

c. Raii^e of motion 1 2 3 4 5 NA 

d. Mental Status 1 2 3 4 5 NA 

e. Activities of daily living 12 3 4 5 NA 

f . Instrumental activities of dai]y living 12 3 4 5 NA 

g. Family social support 12 3 4 5 NA 

h. Mood or affect 1 2 3 4 5 N/i 

4. Problem list reflected an understanding of 12 3 4 5 NA 
the importance of the elder's functional 

level as opposed to focusing only on 
medical diagnoses. 

5. The plan reflectfd utilization of ser\^ces 1 2 3 4 5 NA 
by other providers where appropriate to 

maximize the elder's fijmction. 

6. Overall, how would you rate the qualily of 1 2 3 4 5 NA 
th^ evaluation of health pr^'^sented by the 

trainee. 

7. Overall, how would you rate the student's 1 2 3 4 5 NA 
evaluation in geriatric problem solving 

skills as seen in this encounter 

Conipents: 
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MQOEL GERIATRIC OZRKSHIP FOR PHKICIAN ASSISTANT STOD©nrS 



San|>le Checklist and Rating Sheet for Learning Experiences 



Student: 



Coordinator or Preceptor: Date: 

Completed Evaluation 
(Yes«y, No*N) (l«exc, to poor) 

I, Comminication 
A. Readings 

1. Pfeiffer E: Some Basic 
Principles of Working With 

Older Patienti, 

2. Butler R: Tt)e Doctor and 

the Aged Patient. 

3. LilDOw L k Shenran F (eds. ) : 

lt>e Core of Geriatric Medicine 

a) Chapter 2, interviewing and 

history taking, pages 38-45 

bi Chapter 9, Hearing disorders 

c) Chapter 10 , Visual disorders 

4. KiJP S: Ethnic Elders and 
American Health Care— 

A Physician's Perspective. 
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B. Seminar Activities 

1. View videotape: •Xge-Related Sensory 
L06t: An Errpathic Approach". 

2. Participate in discussion session on 
coimunicationsr including cultural 
variations and ageism. 

3. Act out a simulated ccnmunicatic^ with 
an elder ^t)o has hearing loss* 

II. Evaluation of Health Status 

A. Reading assignments 

!• Review: Kane Td, Ouslander J and 
Abrass I: Essentials of Clinical 
Geriatrics. Chapter 3 and forms in 
appendix 

2. Lihow Lf Sherman F: The Core of 
Geriatric Medicine, pp 45-54 

B. Seminar Session 

1. View videotape on functional 
assessment. 

2. Review forms and process used in 
functionally-oriented evaluation. 

C. Perform a conplete functionally-oriented 
evaluation on ambulatoiy co™r^ity- 
dwelling older patient. 

1. Perform histories and physical 
examinations and additional 
evaluations using functional 
evaluation forms. 

2. Order needed laboratory tests 
and record results. 

3. Develop iproblem lists based on 
the results of lab tests, physical 
exam, etc. 

4. Present cases to clinical 
instructor and make recormenda- 
tions for management plan. 



Completed Evaluation 
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D. Attend Multidasciplinary Geriatric 
Asses:mnt (or Evaluation) Unit Team 

Meeting, if resource is available. 



E. Perform hare visit for purpose of 
evaluating home environnent. 

III. Managenent of Conron Health Probleins 

A. Peading assignments 

1. Review: Kane RL, CXislander J, 
Abrass I: Essentials of Cllnlc^l 
Geriatrics. Chapters 5-7, 9-11, 
13-14 



2. walshe, T (ed.): Manual of 
CJinical Problems in Geriatric 
Medicine. Boston, Little Brown, 
1985. Chapters 7, 25, 26, 3C, 31, 
36, 38, 41-43, 67, 6E, T) 

B. CXitpatient Care 

1. Interview elders witn specific corT>- 
plaints, take focused history, and 
perforo problen oriented physical 
exams. Use consultation or referral, 
as needed, and reconnend managenent 
plan to supervisor. Record SOAP 
notes for each. 

2. Order lab tests and/or arrange £or 
additional evaluations as needed for 
suspected comnon diagnoses • 

3. Attend or conduct foUcv-up patient 
encounters for chronic conditions: 

a) Osteoarthritis 

b> Hypertension 

c) Type IJ diabetes mellitus .NIDDM) 

d) Chronic obstructive pulmonary 
disease 

e) Angina pectoris 

f) other (specify) 
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Conpleted Evaluatxon 

Multidiscjpliwu7 and Ccrruruty Supports 

1. Attend (and participate in as a 
mBRteir if possible) meeting of 
multidaaciplinary team involved un 

health care of elders. 

2. Develop list of connimty resources 

for health care support for elders. 

3. '^^isit cownumty agency servang 

elders. 



D. HeiXe rounds on older hospital 2 zea 

pata^jit. Interview patient in hosp]tal 
and visat patient after discharge. 

J\\ Health Promotion/Disease Prevention 

A. Reading assignments 

i. Review: Kane RL, CXislander J, 
Abrass I: Essentials of Clinical 
Geriatrics, pp 293-301 

B. Read guidelines for UTTnunization for 
elders and give umtunization to an elder, 
if appropriate. 

C. Perforr, routine health screening for ar* 
elder in the follcwing areas: 

1. Blood pressure, in two positions 

2. Colorectal cancer 

3. Visual acaity and giaucoma 

4. Hearing acuity 

5. Mental status 

6. Cervical/uterine cancer 

7. Infections 

8. Diabetes 

D. Health Education 

1. Locate written health education 
nateriais especially for eiders. 

2. Prepare and give a health educatjor. 
talk to a group of seniors. 
{Topic: ^ 
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3. Give individual health education 

consultation or counseiLng to elders. 
(Topic: ) 

4. Observe and interview participants 
in: 

a) exercise class for seniors 

b) meal site program 

E. Perfom health rrainterance for elder? 

1. Peinoval of cerumen 

2. Foot care 

3. Other: (specify') 



Family and Elder Counseling 

A. Reading Assignments 

1. Review: Kane RLr CXislander J, 
Abrass I; Essentials of CiiJiical 
Geriatrics. Chapter 4 

2. Silverstone B & Hyman K: You and 
^our Aging Parents. Chapters 2, 3, 
5, 6r & 7 

3. Mace N & Rabins P: 36-hour Day: 
A Family Guide to Caring for Persons: 
with Alzheimer's Disease, Related 
Dementing Illnesses, and Memory Loss 
m Later Life. Chapters 2-6, 8, 12, 
& 13 

4. winograd C. & Jarvik L: Physicians' 
Management of the Demented Patient 

5. Katzman R: Early Detection of Sem-e 
Dementia. 

6. Kosbergr JI: Understanding Elder 
Abuse: An Overview for Primary' Care 
Physicians. 

B. Seminar Session 

1. View videotape on dementia 

2. Discuss family issues in care of 
elders with social worker from home 
health agency or other settings v^iere 
he/she works with families of elders 
(if available) 
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Qcrpleted 



Evaluation 



C. Attend or cx)nduct session with elder 
and/or family m en te r oancemed abcut 
elder's meirDry probleni 

D. Develop specific referral resources for: 

1. Comprehensive evaluations of 
confused patient. 

2. Day care for respite for family care- 
giver of dementia patient, visit 
Day Care C'^jiter? interviw staff 
ireriDer, and family member. 

3. Family support group for farr.ily 
with dementia patients. Attend 
support group meetuvc. 

Elder abuse. 

VI. Long Term Care 

Pevi€!w: 



1. Kane RL, CXislander J, Abrass I: 
Essentials of Clinical Geriatrics. 
Chapters 8 4 16 

2. From Cassel CK & Walshe JK (eds.): 
Geriatric Medicine. Vol II: 
Fundamentals of Geriatric Care. 



a. Chapter 22: Lynn DJ: Deciding about 
life-sustaining therapy 

b. Chapter 23: Lynn DC: Care near the 
end of life 

c. Chapt'-r 28: Kayser-Jone^ JS: 
Physicieins and the care of nursing 
home residents 

B. Go on home visit with a staff menter 
in a home health agency. 

C. For potential residential care home 
resident, assist with a functionally- 
oriented preadmission history and 
physical assessment 
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Corpleted £rv<aiua t' 

D. Observe • physical therapy session vnth 
a patient in rehabs latation umt, day 
heaith care osntcr, or nursing home? 
assist patient with prescribed activities 

at a later tire, 

E. in a sJcilled or inmedaate-lcvel nursing 
unit, oonplete the following activities: 

1. Make rounds vrith primary care 
practitioner or nurse to observe 
signs of the following conditions. 
Disoiss and observe methods of 
prevention. 

a) Contracture 

b) Pressure sores 

c) Cm'itipation 

d) Dehydration 

e) Pneumonia 

f ) Foley Catheter conplications 

g) O/er medication 

2. Assist with the feeding of a resr-'ent 
who needs special attention due to 

urpairment in chewing and/or swallowiry 

3. Observe and assist with at least one 
of the following: 

a) Debridement of pressure sore 

b) Insertion of urinary catheter 

c) Insertion of nasogastric tube 

4. Attend at least three of the 
following activities: 

a) ResicJents* council meeting 

b) Class on current events, or 
reality orientation (or activity 

wth verbal interaction) 

c) Bcercise program 

d) Bowel and bladder training 

session 

e) Bathing procedure 

f ) In-service program for nursing 

aides 

5. Receive training in transfer 
techniques frat^ nursing staff or 
physical therapist and assist with 
trar^fer of patient from bed to 

chair and vice-versa. 
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Conyieted gvaluar^on 



6. Make rounds an patient^s and obe^rvp 
routines at least onoe on each of the 
three daily shifts. 

7. Interview skilled nursing patient 
about her life, prior living arrange- 
mentr family, length of ture in 
nursing home, and ad:)U5t7Tent to it* 
Go with her to her favorite activity 
listed on the facility's activity 
schedule. 

8. Perform carprehensive functionally- 
oriented history and piiysical exair. on 
nursing home patient. Develop 
updated problem list and reconrenoed 
managenent plan. Prepare appropriate 
chart records of findings. 



Conronts on conpletion or evaluation of any of the learmnc experiences. 

Please indicate iter, number or name, then your corment or explanation. Use add:tor*aI 

pages if necessary. 
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Developing the Schedule of Learning Expc;. .ences . 



Below are listed some of the ina3or recommendations for 
arranging the schedule for a student's clerkship activities. 

a. Ideally, cie setting should be consid-sred the primary 
training site or "home base" for each student in 
Clerkship; with one preceptor in that setting having 
responsibility as the major clerkship supervisor. 
However, if that is not possible, having one primary 
setting for outpatient and one for long-t'srm experiences 
IS very highly recommended. In any case, either a 
faculty member Trom the PA program or a clinician from 
the clinical setting should be assigned the 
responsibility of coordinating the student's schedule, 
including seminars if they are used, 

b. The largest blocks of time need to be pent in outpatient 
care and long-term care settings, since those are the 
ma^or sources of geriatric health care. No less than 
one-third of the student's time should be used in 
geriatric outpatient experiences, 

c. Exposure of students to relatively healthy, independent 
elders in community-based settings should precede the 
exposure to severely impaired elders in nursing homes, 
for the following reasons: 

(1) A positive attitude toward elders is an extremely 
importcLnt part of good geriatric care. First 
exposing a student training in geriatrics to nursing 
home residents has been found to reinfCi.ce the 
student's negative ageist attitudes toward elders. 

(2) x^cst older adults are independent and relatively 
healthy. Only about 5% reside in nursing homes or 
other institutional settings. The "norm" for healthy 
aging should be established clearly before exposure 
to the small proportion of the frailest and most 
dependent elders, 

d. Record-keeping time should be allowed for students during 
or after the clinical blocks in relation to written 
requirements (e.g., SOAP notes) used for evaluation. 

e. Since seminar time is not d traditional part of clinical 
training, some programs may choose not to use the seminar 
experiences. Scheduling faculty for seminars has been 
found to be problematic in some cases. They are included 
in the Model especially for programs that have minimal 
pre-clinical training in geriatrics. If the seminars are 
used, they should be scheduled at relatively regular 
times (e,g., weekly) throughout the clerkship. 
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SAMPLE SCHEDULE 



The sample schedule is presented on the fcllowinq pciges for a 
four-week Model Geriatric Clerkship, with the knowledge that it 
would be very rare if any program could implement it in its 
entirety without modification. It is based on the assumption of 
a 35-hour week. The approximate number of hours for each 
activity are geared to the Curriculum Units. A chart of the 
setting for four weeks is followed by a more complete descriptic 
including Learning Experiences from the Curriculum Units. 

If programs have 5- or 6- week clerkships, the additional numbe 
of hours are proposed as indicated in the optional 5th and 6th 
week supplement. 

The specific days on which activities are schf^duled will 
obviously need to be geared to the schedules of all those 
involved from the PA program or from the chosen setting, when 
the clerkship schedule calls for participation an regularly 
scheduled events (e.g. Geric^tric Assessment (or .^valuation) Un^t 
Case Conference, or fitness classes in the senior center) tho-e 
events need to be scheduled .irst, with the remainder of the 
schedule built around them. 

This sample schedule is based on the major training site being 
the outpatient clinic, with the nursing home being a major focus 
for the last two weeks. Neither of the two settings, however 
are eyPi- used for an entire day; this is to reduce burn-out for 
the student and to reduce the burden of supervision for the 
clinical faculty. This arrangement, however, would obviously be 
difficult If the settings were widely separated geograph cally. 
In that case, the schedule would need to be arranged in bloc>: 
formats to allow entire days at one setting, thereby red -cinq 
transportation time. " 
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Wee^ 
1 



AM: Orientation 
Pretest 
Contnunlcatlon 
seminar/ readings 



Sample Schedule of G er i atric Clerkship Settings 



Day 1 



Day 2 



AM: Senior center 



Day 3 



AM: Inpatient Rounds 



Day 4 



AM: Seminar on 
functional ly- 
oriented heal th 
assessment 



Day 5 



AM: Attend 

multidiscipll- 
nary geriatric 
assessment 
team meeting 



PH: Outpatient clinic 
Orientation/ 
observation 



PM: Outpatient clinic 



PM: Outpatient cl inic 



PM: Outpatient cl inic 



PM: Outpatient clinic 



AM: Community resources 
list and visits 



Week 

2 



AM: Senior center 
presentation 



AM: Home visi t-post 
hospitalized 
patient 



AM: Seminar on 

dementiai video- 
tapes, readings 



AM: Attend Alzheimer's 
family support 
grou^ 



PM: Outpatient clinic 



PM: Outpatient clinic 



PM: O'jtDatient clinic 



PM: Outpatient clinic 



PM: Outpatient clinic 



AM: Visit senior day 
health care center 



Week 

3 



AM: Residential care 
center/FOHPE 



AM: SNF rounds 



AM: Seminar on long- 
tenn care issues 



AM: Rehabilitation 
uni t observation 



PH: SNF - orientation/ 
observation 



PM: SNF rounds/ 
activities 



PM: Home health 
agency/'iome 
visi ts 



PM: SN' activities 



PM: Outpatient 

clinic/SNF night 
shift rounds 



AM: Home health agency 
case conference 



Weok 
4 



AM: Rehabilitation 
uni t ob:.ervation 
Outpatient cl inic 



AM: Hospice staff 
meetinq 



AM: Outpatient clinic 
SNF 



AM- Outpatient clinic 



PM: >«F rounds/ 
activities 



PM: SNF rounds/ 
activities 



PM: SNF 



PM: Outpatient 
clinic 



PM: Final exam 
(post test) 
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MODEL GERIATRIC CLERKSHIP FOR PHYSICIAN Ac^olSTANT STUDENTS 
PROPOSED SAMPLE SCHEDULE FOR PO0R-W2EK CLERKSHIP 



I 
I 



Week 1 



^ i 

Semi nar Sess: on 

Orientation to Clerkship 
Pretest (if given) 
Communicat ion Ski 1 Is 
Video, readings , role- 
play, di scussion 
Discussion of reading 
assignments on 
communication and 
f unct ional assessments 



Unit Setting* Hours 



Sem 



Outpatient Clinic III Clin 3.5 

Orientation to Practice 
Types of patients, 
procedures , record- 
keeping , 
Observation of provider/ 
patient encounter, 
ordering of lab test, 
and writing up charts. 

Day 2 

Visit Senior Center IV Sr.Ctr. 3.5 

Observe exercise class, 
arrange for health 
educat i on present at i on , 
attend meal site, 
interview participants. 
Record reaction. 



Outpatient Clinic III, IV Clm. 3.1^ 

Observe and/or participate 
in problem-oriented 
pat 1 ent encounters 
(POPE) , observe health 
educat i on , and/ or observe 
fami ly counseling sessions. 



* See Table 1 on page for key for Setting! 
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HfiSiS X Unit Setting Hours 

Day 1 

In-patient Services III Hosp. 3.5 

Attend rounds on Oxder 
patients hospitalized 
for surgery trauma, or 
acute episodes in chronic 
conditions. Interview 
hospitalized patients and 
family. Visit geriatric wards 
and geriatric consult 
services. 

Out-patient Clinic III Clin. 3.5 

Participate in patient 
encounters. Begin 
developing list of 
community resources for 
health care support of 
elders. 

Day 4 

Seminar Sessions: Function- II Sem. 3.5 

ally-oriented Hedlth 

Assessment 

View video and/or watch 

demonstration by clinician 

of history-taking and 

physical examination of an 

elder using a functional 

approach. Become familiar 

with types of Torms and 

screening devices used. 

Play out different role 

parts, if possible. Discuss 

readings on multi- 
disciplinary functional 

assessment. Discuss reading 

assignments on dementia. 

Outpatient clinic II Clin 3.5 

Observe functionally- 
oriented history and 
physical exam (FOHPE) 
on an older patient 
undergoing an initial 
evaluation. 
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WeeK 1 Unit Setting Hours 

Attend a Multidisciplinary II Clin. 2 

Geriatric Assessment (or 
Evaluation) Unit Team 
Meeting or Case Conference, 
if possible. 

Outpatient Clinic II, III, Cl^*n. 5 

See older patients for IV 
POPES or FOHPEs for 
chronic conditions. 
Participate in health 
education sessions. 
Read immunization guide- 
lines for elders. 
Recommend and administer 
immunization as suggested 
in guidelines for disease 
prevention. 
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^deek 2 Unit Setting Hc^rs 

Community Resources 

Finalize list of community m sr. Ctr. 3.5 

resources. Visit two 
community agencies serving 
elders. Interview staff and 
clients. 

Out-patient Clinic* III Clin. 3.5 

*Note: 

During weeks 2, 3 and 4, time in the outpatient creriatric 
clinic will be spent doing the following: 

Performing or participating in at least two POPEs, using 
consultants or referral as needed, developing manag^.Tient 
plans and writing SOAP notes for each; ordering additional 
lab tests or other evaluations as needed. 

Conducting or participating in at least two follow-up patient 
encounters for patients with chronic conditions; recording 
changes in medical or functional parameters; evaluating 
medication regimen; and recommending changes in management, 
if needed. 

Performing at leas^ one comprehensive FOHPE for initial 
evaluation; ordering lab tests, developing problem lists; 
presenting case to supervisor and nursing staff with 
recommendation for management plan. 

Giving health education to at least two elders • Giving 
immunizations needed. 

Performing health screening and health maintenance 
activities ♦ 

Counseling with elders and/or their families on management of 
chronic diseases, referral to community resources, decisions 
about housing or institutionalization. 
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Day 2 



Dni t Setting Hour 



i V 



Give presentataon to Senior 
Center group on health 
education topic. Record 
reaction to experience. 

Outpatient Clinic 

Day 8 

Post hospital home visit 

Visit patient seen last 
week in hospital at home 
(or post acute setting). 
Observe problems , 
interview pati'^nt and 
caregiver on hospital 
and post-hospital 
exper 1 ence . Record 
findings and any in-horre 
(or rehabi litation) 
support needed or being 
received . 

Outpatient Clinic 



I , II , Clin, 
III, IV, V 



I ,III,V 



1 , 1 1 , Clin. 
II I , IV,V 



3.5 



3.5 



3.5 



Day 9 

Seminar Session: Dementia 
View videotapes 
Discuss reading assignments 

and videotapes 
Assign leadings on long-term 

care 

Outpatient Clanic 
Day 10 

Fami ly Support Group 
Attend meeting of 
Al zhei mer 's Disease and 
Related Disorders 
Association (ADRDA) or 
other f ami ly support group 
for caregivers of dementia 
patients. Record on issues 
f ami ly di sous s ions and 
emotions , as wel 1 as 
own emotional reaction. 



Sem , 



I, II, III, Clin, 
IV, V 



Sr .Ctr 



3.5 



3.5 
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Outpatient Clinac Unat Setting Kcji 

T . T T 



III, IV, V Clan, 



Day Care/Day Health Care I,V,VI LTCA 3.5 

Center 



Vis:t either Senior Day 
Care or Day Health Care 
Center . Observe serva ces for 
family respite, health 
education, and chronic care 
manageinent , 2f available. 
Attend team case conference, 
if possible. Interview a 
patient with dementia, and 
a family member . Di scuss 
with one of the staff members 
his/her role in che center. 
Record findings, 
observations, and own 
emot 1 ona 1 react i ons . 



Nursing Home VI LTCB 3.5 

Attend orientation to services. 

Observe the roles of various staff 
members, type?- of patients, and 
record keepi ng procedures . 

Observe the nursing care 
and i3eding procedures. 
Attenc a nursing staff meeting. 

Day 12 

Residential Care/Outpatient VI LTCB 3.5 

Clinic 



Visit residential-care (may be 
called community-care, hoard- 
and-care or domiciliary) facility. 
Observe and record functional 
level of residents. If possible, 
perform a FOHPE eva 1 uat i on ^f or 
residential care placement 
througn health care provider in 
residential care home or 
outpatient clinic. 
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Week 3 


Unit 


Settincf 


Kcurs 


J 


Nursing Home 

Assist with bringing patients 
to class or other activity. 
Attend and observe activity. 
Assist with feeding patients 
who need assistance. 


VI 


LTCB 


3.5 


1 


Day 13 








[ 


Nursing Home 

Make rounds with primary 
care provider or Director 
of Nursing to observe 
major health probl^^ms, 
their prevention and treat- 
ment. 


VI 


LTCB 


3.5 


1 


Observe bathing procedures. 








; 


Home Health 

Accompany staff member from 
home health agency on home 
visits. Record health 
history, needs of patients 
and caregivers and treatment/ 
management strategies. 


I;VI 


LTCA 


3.5 


- 


Day ii 








[ 


Seminar Session: Long-^Term Care 
Discussion Session 

Long-Term Ccire Policy and 

Financing 
Ethical Decisions in LTC 
Administrative Issues in 

Nursing Home 
Medicare/Medicaid 


VI 


Sen. 


3.5 




Nursing Home 

Observe bowel and/or bladder 
training session for elder 
residents with incontinence 
problem. 


VI 


LTCB 


3.5 


[ 


Receive training in transfer 
techniques from nursing staff 
or physical therapist. Assist 
with patient transfer. 
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Week 3 



Cm t 



Inter VI ew nursa ng homp pat i pnt I VI 
about her praor lafestvle, 
famaly, adjustment to nursang 
home. Attend activaty with her. 
Record findings and emotional 
reaction. 

Dai 15 

Rehabilitation Unit or Program VI 
Attend physical therapy session 
with older patient. Observe and 
record instructions for patient's 
therapy . 



Sett ang 

T rru 



Hours 



.TCA 



Outpatient Clinac 



I, II, Clin 
III ,IV,V 



Nursing Home 

Make rounds with night shift nurse. 
Observe "sundowning" cases, and 
record nurse's approach to sun-- 
downing behavior. 

Select two patients in need of 
updated FOHPE, begin getting 
acquainted with their charts. 



VI 



LTCB 
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week 4 



Unit 



Sett 3 no 



Hcjr 



Day 16 



Home Health 



VI 



LTCA 



Attend case conference or team 
meeting of home health agency 
team. Record reaction to 
mult adisciplinary team function. 



Nursing Home 



I,V,VI 



LTCB 



Note: During week 4, time an Nursing Home wall be 
spent doing the following actavitaes: 

Updating FOHPEs , problem lists and management plans for 
two residents. 

Assisting with prevention and treatment procedures for: 
complications of immobility (e.g. pressure sores, 
contractures), constipation, catheter complications, 
dehydration , pneumonia . 

Observing and/or assisting with debridement of pressure 
sores, insertion of urinary catheter and nasogastric 
tubes, if possible. 

Making rounds with primary care provider. 

Attending Resident's Council Meeting, 

Attending or assisting with planning for staff 
development program counseling with family members. 

Attending staff meetings. 
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Week 4 

Day r? 

Rehabj iitation UnJt or Program 

Assist or observe patient from 
d ay 12 session with her therapy 
exercises from Physacal Therapy 
session. Note progress. 



Una t Setting 



I. VI 



Outpatient Clinic 
Nursing Home 



I. II, 
III ,IV,V 

VI 



LTCA 



Clin. 



LTCB 



Hours 



Day 18 

Attend Hospice Unit staff meeting I,V,VI LTCA 3.5 
with physician or primary care 
provider. Make home visats to 
terminally-ill patients with 
staff member or volunteer, if 
possible. Record emot lonal 
reactions . 

Nursing Homt. I,V,VI LTCB 3.5 



D a Y 19 

Prepare Final Clerkship reports 
Nursing Home 



I,V,VI 



Sem . 

LTCB 



3.5 
3.5 



Day 20 

Outpatient Clinic 



I, II Clin, 
III , IV,V 



Take Final Exam 



Sem . 
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RECOMMENDATIONS FOP SUPPLEMENT FOP 
FIVE AND SIX WEEK CLERKSHIP 



Acti V3 ty 



Additional Hours 



5 week 



6 week 



A. Outpatient Clinic 

1. Do additional FOHPEs, lab tests, 
problem lists, and recommended 
management plans. 

2. Evaluate home environment and 
present to primary supervisor. 

3. Do additional POPE and follow-up 
encounters for chroni c condi tions. 

4. Do additional patient education. 

5. Do health screening. 

B. Geriatric Evaluation Unit/Team 

Attend second team or case conf er ence 
(or other mu 1 t i di sci pi i nary team 
case conference) . 

C. In-patient setting 

Make additional rounds on elders 
hospitalized for injury, surgery, or 
acute episodes of chronic conditions. 

D. Home Health 

Make addi tional home visits with 
agency staff. 

E. Nursing Home 

Attend additional activities. 
Interview other nursing home 

resident (s) m-depth 
Attend rounds with primary 

care providers. 

G. Hospice 

Make additional visits to 
terminal ly-ill elders. 

TOTAL 



14 



14 



35 



7n 
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9, Recruiting and scheduling individual students into clerkship. 



Although a few PA programs have been able to arrange required 
geriatric clerkships for their students, the more common 
pattern is to affer the clinical rotation in geriatrics as an 
elective- As an elective, one of the major challenges in the 
process of implementation is interesting students in 
enrolling given the general bias in medical education against 
chronic illness in favor of the more immediate rewards of 
acute care. Some programs have found that enrollment for 
elective clerkships rise dramatically when an enthusiastic 
faculty member presents geriatric material in preclinical 
clasres, emphasizing the interesting challenges and the 
important role PA's can play in the care of older adults. 
Another strategy that has worked well is to identify students 
potentially interested in geriatrics early in their first 
year, reinforce them for their interest with special 
attention, and encourage them to save room in their clinical 
year for the geriatric clerkship. In many cases, some type 
of special "marketing" is required to interest students 
initially; but once a positive experience is completed by one 
or two students the infoimal student rumor network increases 
the potential subscribers significantly. 

It is strongly recommended that students be scheduled for the 
geriatric clerkship after they have completed c;ome of the 
more basic clinical experiences, such as family practice or 
internal medicine rotations. Of course, this is difficult to 
accomplish for all students when the geriatric clerkship is 
very popular or required, since some students will need to be 
in the geriatric rotation early in the clinical year. For 
thcpse students, some special assistance with basic clinical 
skills before the complexities of geriatric care might be 
helpf u - . 

10, Following clerkship students and evaluating their progress. 

While students are involved in the clerkship, it is helpful 
for the coordinator to stay in close contact so that any 
potential problem can be addressed before it becomes a major 
impedi-^ent to a successful experience. For example, 
sometimes schedules need to be adjusted during the rotation 
for changes in staff or patient availability in one of the 
sites. 

Arrangements should be made for administration of tests or 
other types of evaluation planned by coordinator, 

11. Evaluating clerkship, revising as needed. 

After formal and informal evaluation by students and 
preceptors, revisions should be made as indicated to adapt 
the Model in a iriore effective manner for the goals of the 
program and the qeriatric clerkship- 
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APPENDICES 

PAs in Geriatric Medicine: An Annota^ed H<a bl loqraphy 



Abstract of Medicare Legislation Allowing Reimbursement 
for PA Services 



List of Geriatric Education Centers (GEC.^ 



Graduates of Geriatric Education for PA Faculty (GEPAF) 
Proqrarr 



Bibliographies of Geriatric Textbooks, Journals, and 
Art icles 



Order Blank for Geriat^^^- rurriculum Resource Package 



List of Geriatric Research Educational and Clinical 
Centers (GRECCs) m VA Medical Centers 



List of Area Health Education Centers lAHECs) 



List of Hospital Based Hor^e Care (HBHC) Programs in VA 
Medical Centers 
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PAS IN GERIATRIC MEDICINE: 
AN ANNOTATED BIBLIOGRAPHY 



PAS IN GERIATRIC MEDICINE 
AN ANNOTATED BIHLI0r3RAE«Y 
Edited bv Donna Tullv. PA 



Becker, R. , The physician assistant in geriatric long-term care, The 
Gerontologist, 16:318, 1976. 

The Physician Assistant (PA) is a new health-care professional vdio is 
trained to function as a "physician extender. The need for inproving 
the medical care rendered in geriatric facilities has been documented, 
and PAs appear to be a natural resource to help fill this gap. 
Experience with 71 PA students and graduate PAs at the Jewish 
Institute for Geriatric Care si^jports this possibility. The challenge 
is for gerontologists and geriatricians to take the initiative and 
introduce the PA to their respective institutions vdiere they can study 
further their role and their effect on patient care as well as on 
iirproved physician involvement in long-term institutiais - 

Cawley, J.F, and Gclden, A.S.: Ncnphysicians in the U.S.; maipower 
policy in primary care, Jaomal Public Health R)licy, 4: 69, 1983. 

This inquiry rsvi(2ws sever-a: of the more prominent exanples of the 
v^ilization of nonphysiciatiC in other countries, touchi ig specifically 
on the.-'j: roles pvd organizational relationships. Nex^, the policy of 
using norphi'sic 5 ansa in the provision of primary care is considered, 
noting the cf^ntiBH-:; between developing and industr- alized countries. 
U^Y, the adcption of PAs and NPs in the United States is discussed, 
focus.TjLj on +-he current and future roles for tnese providers in 
primary v"-ara. 

"wD'^y, J., ott, J., DeAlrley, C, The future for physician assistants. 
Annals of Internal Merlicine, 08: 993, 1983. 

Jhysi ian Assistants were intended to be assistants to priirary care 
physi ians. Physician in private practice have only moderately 
responded to tne availab:.lity of these professionals. Cutbacks in 
numbers of foreign medical graduates entering American schools for 
crraduf. medical education, concern for overcrowding in some 
speci ities, and the economic and clinical capabilities of physician 
assistants have lead to new uses of these persons. Physician 
assistants are employed in surgery and surgical sub-speciaLLties ; in 
practice settings in instutions such as medical, pediatric, and 
surgical house staff; and in geriatric facilities, occupational 
^nedic .e clinics, emergency rooms, and prison hecilth systems. 



Fox, J.G. Storms, D.M. , New health professionals and older persons, 
Journal of Cotiraunity Hes''<±i, 5: 254, Summer 1980. 

Journal abstract: Because the number of aged persons in the 
population is increasing and localized maldistributions of health care 
manpower persist, it has been suggested that new health professionals 
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might provide health services for older persons who would otherwise 
SSJ'S* T ^e^^ care. In this study, the authors 

tested the degree to which older persons know about and are accepting 
of care 1^ new health professions. They found that older persons toiow 

less about and acc^ less HHP care thar^ rfn yo.inr»o^ y^^JiT -i*., ». 

they are still jnosUy accepting of such care. m addition, ol^ 
persons are more satisfied with their current care prwiders. l^ken 
together, these findings indicate that older persor^ do not currenUy 
provide a source of expresised demand for NHP services. 

Gambert, S.R., Rosenkranz, W.E., Basu, S.N., Jewell, K.E., Wii>ga, 
E.R., Role of the physician extender in the long term setting, 
Wisconsin Medical Journal, 82:30, Septeniber 1983. 

Prepared by a Subcommittee of the state Medical Society of Wisconsin's 
Committee on Aging and Extended Care Facilities to answer questions 
about quality of care, s-^pervision and reimbursement for PAs in a 
long-terra care settinc, 

Isiadinso, 0., Physician's assistant in geriatric medicine. New York 
State Journcil of Medicine, 79: 1069, June 197D. 

Journal summary: A PA can be very effective in patient management and 
care iri a geriatric facility, contributing to quality care by allowing 
the physician to see more patients under optimal conditions and by 
relieving the physician of distracting unnecessary minutiae... 
Relieved of less pressing problems, the physician can spend more 
teaching tune with the PA and can also attend local continuing medical 
toowlSge ^?>3rading and i^xSating the physician's otm 

Kane R. , Solomon, D. Beck, J., Keeler, E. , Kane, R., The future need 
for geriatric manpower in the United Stcites, The Nsw England 
Journal of Medicine, 202:1327, June IP, 19 jO. 

Journal abstract: Ihis paper provides estimates of the needs for 
maiical geriatric manpower under four different models: contiiruation 
of the status quo; academic geriatricians only; provision of care bv 
academic and consulta..t geriatricians; and provision of care J:^ 
academic, consultant, and primary care geriatric practitioners. Each 
option is_ further analyzed in terms of three levels of delegation to 
noiphysician clinicians. The reconmendation states "We think that 
geriatricians should provide improved care, including both consultant 
and prunary care, to people aged 75 years and older, and that they 
shoulvi _ delegate a moderate a..:ount of responsibility to nurse 
praccitioners, physician assistants, and social workers. On the basis 
of these assumptions, and allowing for cn academic role as well, we 
estimate that the United States will require between 7,000 and 10,300 
geriatricians by the year 1990; the best intermediate figure is about 
8,000." ^ 

Kane, R.L., et al. Geriatrics in the United States: Manpower 
Projections and Training Considerations, Rand Corp., 1980. 
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Tlus study was designed to provide quantitative estlTates of the 
g€a:iatric marpower that might be required over the next 50 years in 
the United states. This report is j.ntended to be used by 
poliGyrnakers, educators and others interested in the training and 
d^lpyaent of geriatric personnel. 

Kraak, W., Institutional elderly— more than a success in geriatrics, 
Riysician Assistant & Health Practitioner, 3:70, October 1979. 

Ihe^ quality of oannunications and relationships established with 
geriatric patients is of vttnost ijiportance. The PA 's ability to spend 
more tune with a patient and a preventive viewpoint of medicine 
potentially makes for a very satisfying PA/patient interaction. 
PsycJiological, sexual and social needs of the geriatric patient are 
briefly discussed. 

Lowenthal, _ G. , and Breitenbucher, R. , The geriatric nurse 
practitioner's value in a nursing hctre. Geriatrics, 30:87, 1975. 

Nursing hone patients are underserved by physicians and thus may 
xsenefit frcoi services provided by ancillary medical personnel. This 
study has shown that by identifying medical problems, a geriatric 
nurse practitioner can increase the effectiveness of physician carina 
for nursing hone patients. 

Margolis, E. , Qianging disease patterns, changing values— prx3blems of 
geriatric carfe in the U.S.A.: an outsider's view, Medical Care. 
17:1119, November 1979. 

Journal summary: Changir^ disease patterns coupled with recent shift 
m societal values brir^ into focus ... the problems of geriatric 
care, w^th their medical and social aspects. Medicare and Medicaid 
were meart to respond to the needs of geriatric care. However, there 
IS almost a general consensus that in spite of being valuable ... 
Medicare and Medicaid have failed to generate considerable chaises in 
the pvjrall care for the elderly. The basic characteristics of the 
American Health care system are not conducive to an approach which 
envisages geriatric care as a conprehensive primary cai.e level, within 
a system of health care, ccnibining medical with social activities in a 
team led by a occpetent physician. . . An attitude on the part of the 
medical profession vAiich concentrates on the medical aspects only and 
neglects _ the entire complex of problems, substantial and 
organizational, associated with geriatric care, may lack utility'... 
However, certain specific difficulties seem to result from the fact 
that sane conponerits of the health care system insist on solvina 
problems generated by changing d-i.sease patterns ai-d changing societax 
values, with no change in their own structure and their own value 
system. 

Moore, J., Bdbula, j., A conceptual framework for teaching geriatri.cs 
in a family medicine residency. Journal of Medical Education, 
55:339, hpril, 1980. 

There is an increasing recognition of the need for educational 
programs in geriatric medicine, a previously neglected area of medical 
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education. Such trairing is particularly important in family medicine 
residencies because primary care physicians have provided the boDc of 
health care to the elderly and probably will continue to do so. ihere 
are many advantages to using a ccnpetency-based curriculum model in 
develccong such an educational pr ogr am in geriatric aedicine. Ttie 
conpetency-based model clearly states educational objectives and 
Identifies pertinent iistructional resources ard evaluation methods. 
A co mpetency-based curriculum model is described which divides 
cxnpetencies under four major goals: understaniLng principles of 
geriatric medicine, obtaining and interpreting data, managing 
geriatric patients, and working as a member of a health care team. 
Sanple objectives foi- each goal are described, and ejqjerience using 
this model in a family medicine residency is reviewed. 

Nedhasek, J. , Carboni, D., The impact of a gerontology curriculum in a 
college of health sciences. Journal of Allied Health, 9:95 May 
1980. 



Journal abstract: This article describes the develcpnent of a 
^^jTontology curriculum in a college of health sciences and the 
interac'::ion of gerontological conc^jts with th2 health professions 
curricula of tlie college ... The article also provides a series of 
examples of how health science disciplines have expanded their 
instructional resources by focusijig on the application of their 
discipline to the aged. This unique setting for a gerontology 
curriculum tas allowed a greater diffusion of concepts of agim ard 
services to the college '= health professions curricula. 

Olson, J.H. , Geriatric medicine: a new horizon for the physician's 
assistant. Journal of the American Geriatric Society. 31:236. 
April 1983. 

Ihe increase in the geriatric population and the growing medical needs 
of this population point to the need for specially trained health care 
practitioners to provide care. One PA's experience in a geriatric 
setting is described. The PA's duties included clinical evaluations, 
therapeutic and diagnostic procedures and counseling. 

Rameis, J., Schey, H.M., Marion, G.S., and Keith, J.F., Jr., Extending 
the extenders: conpromise for the geriatric specialization - 
manpower debate. Journal of the American Geriatrics "^^ociety 
33:559, August, 1985. 

Journal abstract: Ihis pilot study reports on issues germane uo the 
geriatric specialization-manpcwer debate. The study f' chat a 
large amount of the functional responsibility r squired by uider adults 
in an urban clinic setting could be delegated to physician exten^'^rs. 
Other findings included shorter hospitalizations, increased feexings 
of well being, and hic^ patient satisfaction with physician extended 
care. The inplications are that rather than develop a new physician 
specialty, more geriatric manpower needs could be met by delegating 
responsibility to appropriately trained and supervised physician 
extenders. 
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Schafft, G., Fasser, C.E. and Cyr, A.B. The Assessment arxi Inprovement 
of Knowledge and Skills in Geriatrics for Physician Assistants: 
Final Report. Grant #OHDS 90-Ar-0094, fran AoA, USEHHS. American 
Academy of Physician Assistants, 1985, 

A sun^ey of the PA ed-jcators revealed a five-fold increase in the 
nuniber of required and elective experiences in geriatrics within PA 
programs between 1980 and 1985, v4iich appeared related to federal 
funding initiatives for PA training. A survey of PA practitioners 
demonstrated a significant level of interaction with a broad spectrum 
of problems oomnian to the elderly, and a pattern of perceived needs 
for specific topic and skill areas in geriatric trainir»j^ that mirrored 
closely that e3$)ressed by PA educators. A review of EHHS sv^porbed 
geriatric curriculum developit^ent projects form the basis of behavioral 
objectives for new curriculum modules in geriatrics • Health 
prcannotion, biological aging, psychological aging, sociological aging, 
disease processes in the agec? health status appraisal, and 
pharmacology were content areas L eluded in the physician assistant 
curricula. 

Schafft, Gretchen and Rolling, Barbara. Physician Assistants: 
Providing Geriatric Care. USEHHS, EHS, Health Resources ard 
Services Administration, HRP - 0907021, January, 1987. 

In this case study of che roles PAs fill in geriatric care, 46 PAs and 
their si^'ervisors in nine diverse geriatric sites were interviewed. 
Ihe most common dutLss and responsibilities reported were performiiig 
histories and physicals, performing technical/lab procedures, 
establislnng tentative diagnosis and recommending a treatment plan, 
prescribing medications, and providing follow-i^). Sixty-one percent 
of the PAs said they had no specieil training in geriatrics and made 
recommendations for geriatric topics in continuing medical education. 

Sorem, K.R., Portnoi, v. A., Decreased rates of polypharmacy, 
hotspitali- zation and mortality ti^rou^ geriatric medical team 
involva.ient in a nursi.ig home. Association of Physician Assistant 
Programs. Proceedings of the Paper Presentation Session. 
Eleventh Annual Phys'i'^ian Assistant Conference, St. Louis, 
Missouri, pp. 65, May ^y-CTune 2, 1983. 

The pilot study was designed to evaluate the incidence of and 
influeiioe of polypharmacy on the outcome c!^ nursing home care and to 
study the possibility of modifying the effect of traditional ir dical 
practice in the nursing home v*iich results in polypharmacy uy the 
utilization of a geriatric medical team (geriatrician and geriatric 
phyjician's assistant) in nursing home care. 

Tideiksaar, R. , Geriatric medicine— tjae place for PAs?, Physician 
\ssistant & Health Practitioner, 6:67, June 1982. 

With the elderly accountirjg for an increasing proportion of the 
population, and so many of those in need of medical care, geriatric 
training for PAs has became a necessity. Ihe question is how — ard 
where — to fit it into the PA curriculum. 
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Tideiteaar, R. , The physician's assistant, Annuals of Intemax 
Medicine, 99:416, Septeirtoer 1983. 

nie letter responds to an article by Cawley and associates on the 
utilization of PAs in aeriatrics. iho aiTi-v.n'r waVoe s«,«-.^i ^^i^^.. 
1} tnat the use of PAs may lower medical costs by reducing the 
frequency of hospital care, 2) that PA trainirg must include geriatric 
curricula and 3) that f-jrther studies must develop assessment roeast^res 
to evaluate the onpact of pa services on patient function in geriatric 
care settings. 

Tideiksaar, R. , Ihe role of the physicifn's assistant in cTei.-x3dontics, 
Special Care in Dentistry, 3:110, May-June 1983. 

^ geriatric dentistry for physician assistant 
studerts IS d'iscribed. The overall goal is to enable the student to 
gain didactic and c]inical -exposure to oral syitptomatology and its 
biqpsyc±iosocial consequences to the elderly. This will make it 
possible for the PAs to identify oral needs 'of the aged and suggest 
possible intervention by dental practiticsTers. 

Tideiksaar, R. , The role of the physician extenders in the care of the 
elderly patients. Geriatric Medicine Annual 1986, edited bv 
Richard Ham, MD, 1986. 

Journal abstract: Dr. Tideiksaar defines the increasing need for 
gysician extenders (physician assistants and nurse practitioners), 
their present and potential roles, and the impediments to the-x 
wides,.read use. He gives practical guidance on sett ng vro and 
financing physician extende s for the individual practitioner. 

Tideiksaar, R., The PA's role in the nursing home. Physician Assistant 
& Health Practitioner, 8:28, November 1984. 

Journal ^Dstract: The growing elderly population and the impact of the 
ERG ^sed system of payment under Medicare has focused attention on 
tiie future of patient care in nursing homes. The author encourages 
further examination of PA utilization which would result in economic 
benefits under the DRG system. Cost savings would stem from early 
recognition of a problem- prompt treatment, appropriate referals, 
fewer transfers for acute care, closer monitoring of therapeutic 
regimens and improved communication. 

Tiger, S., PAs in ge '-.trie medicine, Health Practitioner & Health 
Assistant, 2:46, September 1978. 

The medical challenge of geriatric medicine to health practitioners is 
noted. A rotation of PA st^jdents throui^ geriatric facilities is 
described. 

Yturri-Byid, K. , and Glazer-Waldman, H. , The physician assistant and 
care of the geriatric patient. Gerontology and Geriatrics 
Education, 5(1), 33, Fall 1984. 
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Journal abstract: This project was urxaertaken to investigate the 
extent of the interaction between physician assistants (PAs) and the 
geriatric population. The objectives of the study were to propose 
ways to provide better care for older patients, to bwaden our 
unv,2rstanding of the role of the PA and to delineate possible 
geriatric training needs for PAs. A survey instrument including 
questions about demographic information, educational background, 
" 'p^j<^ eiqaerience, and patient population characteristics was mailed 
to a 5% randan sanple of physician assistants practicing in the United 
States. A sixty percent return rate was achieved. Mast PAs surveyed 
worked in primary car^ settings which care for a large prcportion of 
geriatric patients. These PAs have had litUe formal classrxxm 
education in geriatrics but most were es^xased to the managemsnt of 
geriatric patients during their clinical training. The primary 
inplications for the utilization of these results include geriatric 
curriculum develcpnent in physician assistant training programs and 
postgraduate training programs. 
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New Medi-Care Legislation for Physician Assistants Reimbursement 



HB550C, Section 4523 

Omnibus Budget Reconciliation Act of ]986 was passed by Congress October 17, 
1986 and signed by President Reagan, October 21, 1986 

The committee bill has authorized coverage of the servicea of physician 
assistants furnished under the supervision of a physician in a hospital, 
skilled nursing facility (SKF), intermediate care facility (ICF), or as an 
assistant at surgery. Payment would be made on a reasonable ch?rpe basis 
under Part B of Medicare. Phvsician assistant services would be reimbursed 
subject to a prevailing charge screen equal to 85^ of the prevailing charge 
for comparable physician services perlormed by nonspecialists when such 
services are performed in a skilled nursing facility or intermediate care 
facility. The prevailing charge screen would be equal to 755^ of the 
nonspecific physicians prevailing charge level when such services are 
performed in a hospital, and S5% of the reasonable charge for a physician 
when acting as an assistant at surgery^ Physician assistants would be 
re4Uired to accept assignment on all claims. This provision is 
effective with services furnished on or after January 1, 1987. 
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LIST OF GERIATRIC EDUCATION CENTZRij (GECs) 
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FlRcnl Yoar 1987 

CKRIAFRIC KODCATEON CEN TKR G RANTS 

Division of Associated And Dental Health Professions 
BHPr, URSA, PHS, DHHS 



Budget Period: 10/01/87 - 09/30/88 

Program Director/ 

Center Name Grantee Address/Phone 



PHS Region I 



University of Connecticut 
Geriatric Education Center 



University of Connecticut 
Farmlngton , Connect 1 cut 



Richard W. lesdlne, M.D. 
Travelers Center on Aging 
University of Connecticut 
263 Farmlngton Avenue 
Farmlngton, CT 06032 
(203) 674 -3959 



Harvard Geriatric Education 
Center 



PHS Region 11 

Western New York 
Geriatric ''di^catlon Center 



Harvard Mpdlcal School 
Boston, Massachusetts 



State University of 

New York at Buffalo 
Buffalo, New York 
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Benjamin Llptzln, M«D« 
Division on Aging 
6^3 Huntington Avenue 
Boston, MA 02115 
(617) 732-i;63 



Evan Calkins, M.D. 

State Univ. of NY at Buffalo 

Beck Hal l 

3A35 Main Str^^et 

Buffalo, NY 14214 

(716) 831-3176 



C. Glelrh:pll:07/IO/H7 
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Cerlatrlr Education Center 
of llnlversU> f Puerto Pico 



Hunter/Mt. Hlnal Oerlatrlc 
Education Center 



llrHversUy of Puerto Rico 
Jiirin, Puerto Rico 



Huntt - College Jointly with 

Resea.c^ ^ .indatlon of CUNY 
New York City, New York 



Elizabeth Sanchez, Ph.i), 
University of Puerto Rlc 
Sciences and Graduate School of 

Public Health 
G.P.O. Box 5067 
San Juan, PR 00936 
(809) 751-2478, or 6614 

Ro»e "^obrof, D.S.W. 
Brookdale CenL^f on Aging 
of Hunter College. CUNY 
425 East ''5th Street 
New York. NY 10010 
(212) 481-5142 



PHS Reg ion III 

Geriatric Juration Center 
of ^ -nnsy Ivanl a 



Tempi e Un 1 vers 1 1 y 

Phi iadelphla, Pennsylvania 



Bernlce A. Parlak. M.S.W. 
Temple University Institute 

on Aging 
University Services BullJlng 

Room 206 
1601 North Broad Street 
Philadelphia. PA 19122 
(215) 787-6831 



Delaware Valley Cprlatrlc 
Education Center 



Univer9t>^y of Pennsylvania 
Phi ladoiphla. Pennsylvaila 



Laurence H. Beck, M.D. 
Unlveialty of Pennsylvania 
Cenler for the Study of Aging 
3^06 Spruce eet/Hl 
Phllade..,nic \ 19104 
(215) 898-3163 



CerUtrlc Education Center 
at Virginia Commonwea Uh 
Unlversl . y 



Virginia Commonwealth University 
Ri chmorid. Virginia 



Iris A. Parhara. Ph.D. 
Virginia Commonwealth Univ. 
Medical College of Vlrgi»via 
Ceronto )gy Department 
P.O. Box 568 - MC" Station 
Richmond, VA 23298-0001 
(8^4) 786-1565 
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Crrl,irrlr Rdiintlon Ontrr 
nt Unlvprslty of Alahnmn 
at Rl rmlnghnm 



till Ivorslty of Al abama at 

B1 r ml rif'.ham 
ni rm Ingham, Alabama 



University of North Carolina 
Geriatric FHuratlon Center 



University of North Carolina 
Chapel IHJI, North Carolina 



Nississippi Geriatric 
Education Center 



University of Mississippi 

Medical Center 
Jackson, Mississippi 



Ohio Valley/Appa lachla Ref^ional 
Geriatric F.lucatio'^ (Center 



Un Iverslty of Kentucky 

Research Fonndat Ion 
Le X 1 n g t on , Kentucky 



University of Florida 
Geriatric F.dncatlon Center 



University of Flor'da 
(;n i nes V 1 I ! e , Fl or l<ia 



Glenn H. Hughes, Ph.D. 
U.A.P., Center for Aging 
Medical Towers Building, 731 
1717 I Itb Avenue, S 
Birmingham, AL 35205 
(205) 934-5619 

William G. Weissert, Ph.D. 
School of Public Health 
UA Kron Building - SUA 

UNC-CH 

Chapel Hill, NC 275IA 
(919) 966-5601 

Norman C. Nelsoni M.D. 
Vice Chancellor for Health 

Affairs & Dean of School 

of Medicine 
University of Miegisaippi 

Medical Center 
Alumni Houset 3rd Floor, Rm« 3321 
Jackson, MS 39216-A505 
(601) 987-A795 

James K. Cooper, M«D. 
University of Kentucky- 
Chandler Medical Center - 

Annex 3 
Lexington, KY A0536 
(606) 233-5156 

George Caranosos, M.D. 
Department of Medicine 
JHMC Box J-277 
University of Florida 
Gaines ille, FL 32610 
(904) 3V2-3197 



Page 3 of 7 



Univprsiry of South Florida 
Geriatric Kdiirnt Ion Center 



University of South Florida 
Inmpa , Florida 



Eric Pfeiffer, M,f), 
Stincoant Gerontology Center 
University cf South Florida 
Medical Cent er Box SO 
112901 N, 30th Street 
Tampa, FL 33612 
(813) 97A-A355 



PHS Region V 

Western Reserve 

Geriatric Education Center 



Case Western Reserve University 
Cleveland, Ohio 



Jerome Kowal, M,D, 
Department of Medicine 
CWRU School of Medicine 
Cleveland, OH 4A106 
(216) 368-5A33 



Midwest Geriatric Kdiicatlon 
Center 



Marquette University 
Milwaukee, Wisconsin 



Jesley Ruff, D,D,S, 
Marquette University 
School of Dentistry 
60A North 16th Street 
Milwaukee. WI 53233 
(AlA) 224-3712 



Great Lakes Cerlatrlr 
Education Center 



Chicago College of 

Osteopathic Med 1 c 1 ne 
Chicago, Illinois 



Jerry Rodos. D.O. 
Chicago College of 

Osteopathic Medicine 
5200 South Ellis Avenue 
C* Icago. IL 60615 
(J12) 9A7-4393 



Mlchlg.in Geriatric Kdncrttlon 
Center 



Michigan State University 
F>ast Lansing, Michigan 



James O'Brien, M.D. 
Frnily Practice 
BlOO Clinical Center 
Michigan State University 
East Lansing, MI A8824 
(517) 3^3-0770 



PHS Region VI 

Texas Consortium of 
Geriatric Education font f^rs 



B.iy 1 or Co I 1 f»>»e o 
Hotiston , Texns 



Medirlnr 



15. i 



Robert E. Roush, Kd«i)«, M.P.H. 
Baylor College of Medicine 
One Baylor Plaza, Loom 13A-A 
Houston, TX 77030 
(711) 799-6I47O 
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South Texas 

fipr!atrir FHiiratloti Cpnter 



Unlvprfiity of Texas Health 

Science Center 
Snn Antonio, Texas 



New Mexico Coriatric 
Educat Ion Center 



PHS Regio n V H 

Hl<)Aourl Geriatric Education 
Center 



Iowa C-ariatric Educ?. ion 
Center 



Crelghton Regional Geriatric 
Education Cents?r 



PHS Regio n^V! 

I n t ermonnt a 1 n Coriatric 
KducaMon Center 



University of N^v *';r»xlco 
Albuquerque, New Mexico 



Curators of the University 

of Missouri 
Columbia, Missouri 



Uni versi ty of Iowa 
I owa City, I owa 



Crei ght on Un i vei si t y 
School of Medicine 
Omaha, Nebraska 



li'nl vers! t y of Dtah 
S;iU f.Tke City, 'Jtah 
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Mirhele Saunders, D.M.D. 
UTHSC at San Antonio 
Department of Dental 
I>i agnost i c Sci ence 
7/01 Floyd Curl Prive 
San Antonio, TX 78284-7919 
(512) 691-6961 

Mark Stratton, P..ar«.D. 
College of Pharmacy 
University of New Mexico 
AlbMquerque, NM 87131 
(5i ' 277-2A61 



Richardson K. Nooack, M.D. 
UMKC School of Medicine 
2A11 Holoes, Rm. M5-303 
Kansas City, MO 6A108 
(816) A74-A100 

Ian M. Snlth, M.D. 
Department of Internal Med. 
University of Iowa ^ pltals 
Iowa City. lA 5224 . 
(319) 356-2727 

Eugene Parone, M.D. 
Department of Family Practice 
Crelghton University School 

of Medicine 
eOI North 30th Street 
Omaha, HE 68131 
(U02) 2oO-A175 



Mnrgaret t/imond, R.N. , Ph.D. 
University of Utah 
College of Nursing 
25 South Medical Drive 
Salt Lake City, UT 8A I 1 2 
(BOI) 581-8198 
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Dnkot'i Plains Geriatric 
Kdiirat Ion Contor 



University of North Dakota 
Cr.ink Forks, North Dakota 



Clayton R. Jensen, M.O. 
UND School of Medicine 
Department of Family Medicine 
221 South Fourth Street 
Grand Forks, NO 58201 
(701) 780-3200 



PHS R ^^gion IX 

Pacific Geriatric University of Southern California R. Bruce Sloane, M.D. 

Education Center Los Angeles, California LAC/USC Medical Center 

University of Southern Calif. 

KAM 300-C 

1975 Zonal Avenue 

Los Angeles, CA 90033 

(213) 224-799A 



Stanford <^?riatric 
Education Center 



Stanford University 
St an ford , Cal 1 f ornia 



William Fowkes, h.D. 
Division of Family Medicine 
Stanford University School of 

Med 1 cine 
HRP Bldg., Ste 107 
Stanford. CA 9A305-5092 
(A15) 723-728A 



Pacific Islands Geriatric 
Education ^enter 



University of Ha^^aii 

at Ma no a 
Honolulu, Hawai i 



Madeleine Goodman, Ph.D. 
Assistant Vice-President for 

Academic Affi"lrs 
University of Hawaii 
Bachraan Hall 105 
Honolulu, HI 96822 
(808) 948-8AA5 



California Geriatric education 
Center 



Regents of the University 

)f Gallforn* ^ 
Lofl Angeles, California 



15.) 



Johr rieck, M.D. 
Unlverrifity of California 
Department of Medicine 
Division of Geriatrics 
32-1/1 A CHS 

Le Conte Avenue 
Los Angeles, CA 9002^ 
v2n) 82b-ft:55 
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Northw^At Gerlatrir Education 
Center 



University of Washington 
Seattle, Washington 



Itamar B, Abrass, M.D* 

Institute on Aging 

'^95^ Univ. Way, N.E., JM-20 

University of Washington 

Seattle, WA 98195 

(206) 545-7478 
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APPENDIX D 

GRADUAx^lS OF GERIATRIC EDUCATION FOR 
PA FACULTY (GEPAF) PROGRAl-: 



GERIATRIC EDUCAIION FOR PHYSJlIAN ASSISTANT FACLLTi 
GRADUATE ADDRESS LIST 



PILOT SESSION GRADUATES 



GRADUATE 

Vick2 Scott 
5420 Centenn:iai Drive 
Durham, North Carolina 27712 
(919) 477-9368 

Carmt^ita Smith 

1910 Marvin Avenue 

Los Angeles, California 90016 

(213^ 931-9343 

Donna Tully 
5847 Van Fleet Avenue 
Richmond, Californja 94804 
(415) 5^7-5720 



SESSION 1 GRADUATES 

Marc Dicker 
15001 E. Pawnee 
Wichita, Kansas 6723i 
(316) 733-4705 



Patricia King 
10755 Bargnian 
Huntington Woods, 
(313) 398-8975 



Nij chi gan 480" 



Kathryn xundert 
3515 Sou^h Mcunl Baker Blvd, 
Seattle, Washington 98144 
(206) 725-4440 



Pa tr 1 ci a *^cKel vey 
624 12th / 'enue 
Apartment 6 

Coralville, Iowa 52241 
(319) 351-8235 



WORK ADDRESS 

D'.^ke University PA Prograrr 
Box CFM 291 . 

Durham, North Carolina 27712 
(919) 684-6134 

University of Southern Calif. 
2025 Zonal Avenue 
Los Angeles, California 90C33 
(213) 224-7101 

Stanford University 
Primary Care Associate Progra 
Health Research & Policy Bldg 
Suite No. 107 

Stanford, California 94305 
(41 , 725-4486 



Wichita State University 
Physician Assistant Prograrr 
Box #43 

College of Health Profess:o: 
Wi chi ta , Kansas 6 7206 
(316) 689-3011 

Mercy College 
8200 West Oute^ Drive 
Detroit, Michigan 48219 
(313) 927-7098/592-6057 

MEDEX Nortnwest 
301 Clifford Apartments 
3731 University Way, N£ 
Seattle, Washington 98:C5 
(206) 5^3-6483 

( Forrr,er i y at The Unj ver s 1 1 y of I owo ) 
P'".ys]Cian Assistant Prograr 
23 33 Siemdler Building 
Iowa City, Iowa 52242 
(31 9) 353-5711 /356-224"^ 
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(Currently at DuKe University) 
5420 Centennial Drive 
Durham, North Carolina 2'*712 
(919)477-9368 



Dean Minton 
209 Shenandoah Drive 
Wmston-Saiex, North 
(919) 768-4934 



:arclina 2"lCi 



Stacy Terre.. 
962G Hefner Village Blvc 
Cklanora City, Cklanoma 
(405; 721-9266 



Physician Assistant Procrarr 
Bowman Gray Scnool of Medicine 
Wake Forest University 
199C Beacn Street 
Wmston-Salem, North Carolina : 
(919) 748-4356 

Univers:ty of Oklahoma 
Department of Fami ly Medi c : ne 
?hys:^:an Assistant D:visicn 
P,C, Box 26901 

Oklahor. a C:ty, Oklahoma 7:i5G 
(405 271-2047 



Session 22 Graduate ; 

Willian: Case 
1621 Nortn West "Ctr 
Aniceny, Iowa 5CCI1 
(515/ 2S9-1121 



? ^ace 



Physiciar Assistant Procrarr 

'Jriversity of Ostecpatnc y.edic: 

a:.d Health Sciences 

320C Grand ;^venue 

Des Mcmes, Iowa 5C312 

(515/ 271-1650 



Mary Hughes C;-llece 
3811 Theota Avenue 
Parma, Ohio 44134 
( 216 / 661-3434 



rmerly at Cuyanoca Communi: 
llOCC Pleasant Valley Rca: 
ParT^a, Ohio 4413C 



i : 



843-5363 



(Nc -.oncer tnere ' 



Virginia Jos.m 
1359 Vernon North Drive 
Atlanta, Georgia 3C33S 
(404; 396-1320 



Peter Kuemme 1 
77 Woodhull Landing Road 
Sound BeaCh, New York 1^78' 
'•^ 16) 744-6396 



Ecward Sullivan 
3209 Willow Bend 
Bedford , Texas 760 21 
(817) 354-6858 



Emory University 

Physician Assistant Prccrarr 

Drawer XX 

Atlanta, Georgia 30322 
;404) 727-7825 

Deoartment of PA Education 

Scnool of Allied Healtn Profession 

Healtn Sciences Center 

SUNY g Stony Brook 

Stony BrooK, New Yorx 11"94 

(516) 444-3193 

University of exas 

Health Science Center 

Dallas Physician Assistant Prograr 

5323 Harry Hmes Boulevard 

Dallas, Texas 75235 

(21 i) 688-2830 
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Tommy Williams 

1504 Pennsylvania Avenue, S.E. 
Washington, D.C- 20003 
(202) 5^6-1740 



(Formerly at Howard University) 
College of Allied Health 
6tn and Bryant Street, N.W. 
Annex I 

Washington. D.C. 20059 
(202) 636-7536/636-7537 
(No longer there) 



Session III Graduates 

William Duryea 
R,D. #1, Box 74B 
Lorettc, PA 1594C 
(814) 472-6238 



Linda Huss 

2115 4th Avenue North 
Grand Forks, Nortn Dakota 552( 
(7C1) 746-8676 



Saint Francis College 

Physician Assistant Prograrr 

Sullivan Hall 

Lorettc, PA 1554C 

(814) 472-7000 Ext, 276 or 27"^ 

University of North Dakota 
Family Nurse Practitioner Procrar 
221 South 4th Street 
Grand Forks, North Dakota 5S2C1 
(701) 777-2344 



S^san JoLnston 
123 E. Barnard Street 
West Chester, PA 18382 
(215) 696-2072 



Scnool of Allied Healtn Profess: 

Hanneman University 

230 N. Broad Street 

Ph I 1 ade 1 pn la , PA 8 910 2 

(215) 448-7135 



Frederick Raehsier (Brothe: 
133 North FranKlm Street 
Wilkes-Barre, PA 18711 
(717) 826-590C 



King's College 
Physician Assistant Procrar 
133 North River Street 
Wi Ikes-Bar re, PA 18^11 
C^l"") 826-5853 



Denise McNatt 
200 Pecan Drive, #501 
League City, Texas 77573 
(713) 4b8-4422 



Leoartment of PA Studies 

school rf Allied Health Scierces 

The University of Texas 

Medical Branch 

Galveston, Texas 7755C 

(409) 761-3046 



Samuel Shorter 
1515 Cambridge Drive 
Kalamazoo, Michigan 4900: 
(616) 382-6892 



Western Michigan University 
pnysician Assistant Procrar 
Kalamazoo, Micnigan 49C06 
(616) 383-1636 
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BIBLIOGRAPHY OP GERIATRIC TEXTBOOKS AND JOORKALS 
BIOLOGY OF AGIHG TEXTS 

Butler R, Bearn A: The Aging P rocess . Raven Press, 1984 

Comfort A: The Biology of Senescence . New York, Elsevier, 1979 

Finch C, Schneider E.: Handbook of the Biology of Agin- r , New Yoik , 
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Rockstem M, Sussman M: Biology of Aging . Wadsworth Publ^sning 
Co., 1979 

Timiras P S: Developmental Physiology and Aging, New Yor^, MacMillan 
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GERIATRIC TEACHING TEXTBOOKS AND NODDLES 

Ernst N* Geriatric Curr^ culum Modules for Allied Healt h Prof essionals > 
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1984 
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Anderson F, Williams B: Practical Ma nagement of the Elderly, 
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Springer Publishing Co,, 1980-1985 

Exton-Smith A N, Weksler M: Ge riatrics, University Park Press, 
Baltimore, 1979 

Exton-Smith A N, Weksler H: Practical Geriatric Medicine. London, 
Chur chi 1 l-Livmgston , 1985 

Falconer M, Altamura J, Behnke H: Aging Patients; A Guide for Their Care, 
New York, Springer Publishing Co,, 1976 

Futrell, Brovender, McKinnon-Mullet , Brower- Primary Health Care of the 
Older Adult, Duxbury Press, 1980 

Hall M R P, MacLennan W J, Lye M D W: Medical Care of the Elderly^ New 
York, Springer Publishing Co., x978 

Ham R J: Geriatric Medici ne Annual ^ 1986. New Jersey, Medical Economics 
Books, 1986 
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Bailliere Tmdall, 1984 

Hodkinson H M: Common Symptoms of Disease in the El derly, ^lackvell 
Scientific Publications , lT?0 



18h 



ERLC 



163 



Kallenberg Beck J: Care of the Geriatric Patient, UCLA, June, 1982 
Kane Ous lander J, Abrass I: Es&entials of Clinical Geriatrics. New York, 
McGraw-Hill, 1984 

Kottoff Pearson L: Geriatric Clinical Protocols, J^B, Lippincott, 1^79 



Mezey H, Rauckhorst L, Stokes S: Health Assessment of the Older 
Individual . New York, Springer Publishing Co. , 1980 

O'Hara^Devereaux Andrjs L H, Scott C: Eldercare. New York, Greer and 
Stratton, 1981 

Pathy M S J: Principles and Practice of Geriatric Medicine. New York, 
John Wiley Sons, 15^5 

Pearson L B, Kctthoff K E; Ge riatric Clinical Protocols. Philadelphia, 
J. B. Lipponcott, 1979" 

Pegels C: Health Care and the Edlerly . Aspen Systems Corp., 1981 

Reichel W: Clinical Aspects of Aging; A Comprehensive Text. Baltimore, 
Williams and Wilkins, l??3 

Reichel W: The Geriatric Patient, H P Publishing Co., 1978 

Rossman I: Clinical Geriatrics . New York, J.B. Lippincctt Co., 19'^9 

Schrier R: Clinical Internal Medicine in \he Aged, Philadelphia, 
W.B. Saunders , 1982 

Steinber^: F: Care of the Geriatric Patient, C.V. Mosby Co., 1982 

walshe T M: Manual of Clinical Problems in Geriatric Medicine. Bostcr. , 
LitT^le, Brown and Co., 1985 



GERIATRIC JOURNALS 



1. Journal of The American Geriatrics Society. Elsevier Science 
Pubiisning Co., Inc., 52 VanderDilt Avenue, New York, NY 1001" 

2. Geriatrics. Harcourt, Brace, Jovanovich Publications, 7500 Old 
OaK Boulevard, Cleveland, OH 44130 

3. Geriatric Medicine Today . Med Publishing, Inc., Building 1000, 
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Journal of Gerontology, Gerontological Society of America, 
1835 "K" Street N.W. , Washington, DC 200O5 

Clinics in Geriatric Medicine , W.B. Saunders Co., West wasnmgton 
Square, Philadelphia, PA lylob 



GERIATRICS BIBLIOCRArH^ 



Geriatrics 

An Updated Bibliography 

Mark ], Rosenthal, AID 



This JS the author's fourth rciKiou of a ^cnatnc< hihlu\^- 
ra\ih\^ Appro^wiatcly ojic-thnii of the jmTious refcrefue^ 
have been re] .ecd by wore curroit or more aetailed arti- 
cles Becaust the literature pcrtnieut to s^eruitne-' ha-- eoii- 
tinued to i^roie ever more rapidly, it ha^ bee}i Jiece^^niy to 
omit many mfonnative artiele^ from the bihios^raphu 
Preference i^ ^^iveu to recoit publientiojK almost all oi 
the references dote ^rom the vn<t foui year^ Sonh ajthlc^ 
were selectid tif hi\^hh^^;ht current coiitrover^ie^ ot i//i7n;'i s 
m viewponit An occasiona! loirefereed article i^ cited to 
amp^*h^ geriatric aspect > of cinnmon di>ea^e^ 

h'n'St of the referefices deal specihcally leith an eide^lu 
patient population, thou^^h feir u^e a multidi^ciphnaui 
approach Studies of the eldeilu are confounded b -on- 
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ic Ort'sknMch MIv Hov^a^d ID, 
Copasv MK ft a! CtTiatnc 
trauma ln!ur\ patterns and 
oulconu' I Trauma 24 3t)3. 198^ 

1 Mohr D\ Estimation of sur- 
>:icai risk in the clde'-K A cor- 
rt'latn c ro\ lew | An Ccmtr Sck 

31 ^"-^ 

2 Dii)ki)\r IL. Hcdi.^.,-VVhyi- I 
Prediction oi outcome i f sur- 
i:er\ and anesthesia m patient«» 
o\er 60 ! Am Med Assoc 242 
2301. ]«7V 

3 Ropper AH Wechsler LR VVil- 
son LS Ct'rolid bruit and the 
risk ot stroke m electi\^ sur- 
cer\ N En^l I Med 307 1388, 
1982 

4 Sevmour DC. Prmple R Post- 
operative complications in the 
elderlv suri:ica! patient Ger- 
ontology 2^.262. 1983 

5 Gerson MC. Hur-- JM. Hertz- 
beri: VS. et a! Cardiac prog- 
nosis in noncardiac geriatric 



sureerv Ann I Mem Med 
pt 1) 852. 1983 

Rich MW. Sandza IG Kieme- 
RE. et al Cardiac operations m 

?atienls over 80 vear< or aet I 
horac Cardiovasc Sjri; 90 
1983 



XXVll! UROLOGY 

Pro-^tntc Cnnccr 

1 Chodak GW. Schoenberp HV\ 
Ear!\ detection ol prostate can 
cer bv routine screeninc I Am 
Med Assoc 232.3261, 19s; 

2 Ltz DC Radical excision or ad- 
enocarcinoma ot prostate with 
pelvic Ivmph node involve- 
ment Surgical gesture or cur*!- 
tive procedure Lroiogv 24i^ 
Suppl)4, 1984 

3 Slack \H, Murphv GP A decade 
of experience with chemotner- 
apv ror prostate cancer Lrol- 

22 1. 1983 

4 Parmar H, Phillipv RH, Li-nt- 
man SL. et al Randi)mised ci^n- 
trolled sludv or orchioectom\ 
\s ion>;-actm;; D-Trp-f>-LHRH 
m icn )ca p s u 1 es in a d \ a n c ed 
prostatic carcinom*. Lancet i; 
1201, 1983 

3 Green \ Bodner H, Brotn E 
Prostate cancer Expv'nence vMth 
delmitive irradiation in the ai;eL: 
Lrolo>:\ 23.22^, 19^3 
Schover LR von EschenKich 
AC, Smith DB, et al Se\u*^' re- 
haniliraiion or uroli>^ic cancer 
patients A praci:cai appriiacn 
C A 34 br^, 1^84 

7 \'iola M\ ^rOiiiovMtz F, Oravez 
S, et a! txpression ot on- 
cogene p21 in prostata cance: 
\I ^\\ Med 314 13:, 198c 

8 McNea! JE. Bostwick DC Km- 
drachuk RA, et a! Patterns oi 
progression in prostate cancer 
lancet i 60. 198t 

1 Klein LA, Sloft jS Pn^vi^^lan- 
dins and the prostate An h\ 
potiiesis on the etiolocv ot be- 
nign prostatic h\perpiasi;» 
Prostate 4 247, 1983 

2 Trachtenberg J. Butno\szi^\ F 
Walsh PC Androgen receptor 
content ot normal *ind hvper- 
piastic human prostate I Liin 
tndocrino! Metab 34 1", 1982 

3 Givnn Rl. Campion E\\ , Bou- 
chard CR. et ai The develop- 
ment ol benign pro«;tatu hv- 
perriasia among volunteers in 
the Normative Apm: Studv Arr. 
I Epidemiol 121 /8/ ]^>r 

4 Orland SM. Hanno PM V\ein 
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AI. Prostatitis, prosta^osis. anu 
prostatodvnja l^VoIoev 25 oS. 
1985 



C Unmry IfKontmence (Catheters — <ee 
Intectious Disease) 
1. VVilliams ME. PanniH FC III 
Unnan' incontinence in the el- 
derly. Phvsiologv pathophys- 
iology, diaencsi's. and treat- 
ment Ann Intern Med 97 8^5, 
1982 

2 Cuanno JR Auscultatory per- 
cussion ot the unnan.- bladder 
Arch Intern Med 145 1823. 19S5 

3 Sulhyan DH, Lmdsav R\V L'n- 
nary incontinence m the t,enat- 
nc population ot an acute care 
hospital J Am Cenatr Soc 32 
tAb, 1984 

4 Guam L, Ricc^otti \A. Fair VVR 
Endoscopic bladder neck sul- 
pensjon lOr stress unnarv in- 
contintnce [ Lrol 132 1119 '19S4 

5 Bur^K) KL. \^ hitcnead WE, En- 



gel BT L'nnnn.' inconnnepce m 
the elderiy Bladder-bpnincter 
biofeedback and toiletinv: snijN 
training Ann Intem Mea 103 
507, 1985 

e> Furlow WL, Barrett DM ^he ar- 
tifiaal unnan' sphincter Exoe- 
nence with the AS 800 rumr- 
controi assembly tor sin^iestaee 
pnmarv deacftvation and acn- 
\ation — a prelimirar. :evrii 
Mayo Clm Proc bO 255. :9J?f 

7 Bennett CI Diokno AC Ciean 
intermittent selt-catheter:zation 
in the eiderA- Urology 24 43 
1984 

S Hadley EC Bladder training and 
reL .ea therapies tor unnarv in- 
continence in older reorie f An^ 
Med Assoc 25c 372. 19b6 

9 McCrother C\\ . Castieden CM 
DuttinH,etaI Pro\ ision ot ser- 
vices tor incontinent elderr. 
people at home i Epidemiol 
Community Hejith 40iZ !3t 
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Geriatric Te?ctbu^ ksfor 
Family Physicians 

The STFM T^sk Force on Geriacric Bducadon 



AJthough the word "geriatrics ' 
has been in existence for over 70 
years, the speciaJty of genatnc 
medicine has only been a reality 
since the reorganization of the 



Mpmb«r» oi rhe raik forcfl ji the 
limp ihii wort wai wnttpn include 
( oordinaior Robwn L Dickman. MD 
Ml Sinai Medical Canter Kenneth 
Brummel-Smith MD. Rancho Loi 
Aminoa Medical Cenier G F Buniinic 
MD. Lincoln Family Practice Pro- 
Unm. Gerald K. GoodenouKh MD 
Univervity of Utah Medical Center 
i ynda McNvflty. PhD Lincoln Coop- 
♦raiive Health Education Prognm 
Philip Sloane. MD Univei^ity ot 
North Cirolin^ at Chapel Hill, dn^fi, 
Warihaw. MD University ol 
( incinnaii 



AddresM correspondence to Dr 
DIckman. Department ol Familv 
Medicme Mt Sinai Medical Cenier 
University Circle C leveland OH 
44106 



British National Health Service m 
194^. The United States medical 
establishment has only recently 
shown interest in this fieid. with 
significant activity developing 
since the cariy part of this d-Mde 
Family medicine educators have 
certainly bv,en involved in the 
development of geriatnc core 
curricula for many of thtjir train- 
ing programi and have been 
visible both naoonally and locally 
in the development of the disci- 
pline, indeed, the conceptual 
framework of genatnc medicine, 
which crosses specialty lines, 
emphasizes health care teams, 
pays attention to family issues, 
and is highly consistent with the 
family practice movement. As 
genatncs grows, family practice 
residents, educators, and attend- 
ing physiaans need to pay arten* 
Mon 10 this nrw discipline They 
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must feel comfortable both about 
their cognitive database in the 
area and their own skiiis in deai* 
ing with eiderty panents in a 
vancty of clinical semn^s. 

One way of improving one s 
knowledge is to read one or 
more textbooks of genatnc medi* 
cine. Between 1980 and 1985 over 
tOOO textbooks were published 
using Che words genatnc aged 
"gerontology.' and aging ' m 
their titles. Indeed, family physi* 
cians are bombarded almost 
weekly with announcements 
heralding new publications m 
the f^eld. 

The Task Force on Genatnc 
Education of the Socitsty of 
Teachers of Family Mediane com- 
piled this review to aid our col- 
leagues in selecting a few appro- 
pnate texts for use in training 
and practice. Ot^^ously. a deasion 
to review but five texts cannot 
claim to be comprehensive but. 
on the other hand can aid physi- 
cians who have little rime to sort 
through the volumitious literature. 

We selected books that are 
short enough to be read in their 
entirety by ^niiiy physicians intet^ 
ested in the field or by all resi- 
dents m a training program. We 
have not selected comprehensive 
or exhaustive texts, which may 
be considered more as resource 
books than for complete reading. 
Three of the texts have been 
wntten by physicians in Gamily 
medicine and therefore, are most 
appropnate for reading by their 
colleagues. Three are paperback 
and relatively inexpensive. As a 
summary we have prepared Table 
L which provides for easy com- 
panson of all five book.* to assist 
readers m making informed 
choices about which books to 
purchase. 

F^indamentalaot GeHainc Med* 
icine, Cape f\DT, Coe RM. R03am%r. 
/. Editors. 463 pp. fp^perbsck.'. 
New York. RMven Press. 1SS3. S17.30, 

Reviewed by 

Kenneth Bnartmel^miih, MD 

FiindMmentels of Genatnc l^ed- 
icm€ IS a valuable component ot 
the family physician s genatnc 
library While it doesn t provide ^ 
comprehensive review of ai! p/^b- 



C.FRfATKlC TLXTBCOKi FOR FAMILY PHYSlClANb A SLVfMARY 

Lifjc f^etchti HMm f^r,e 

\ l*TT»€nni»on ul !hf tiaior clinical con ten i 4 3 z Z 

afTa» p«culi«r ro xenainc medicine faili 
incunnnence mobiltfy probiemt drug use 
loni-iifrm care etc ♦ 

i Un^fulnesa an a reinref.rc text 3 . : 

J Lie<uinkj»« as an miroducrory ^>ooii for medt- J 3 : ' 
( al ntudenis 

■i l'«M»tulnesn an an mirotlunorv tTKjok for lamilv 4 4 4 : 
practice residenin 

** LWetulnes* as an inirtxlurforv buok tor prj*" iH ^ j Z 
tnti tamily physictann 

K Rradabiltiy ui lexf UlWrn jndriKUPes : j ^ 

r Ppuv»des practical »niormu(ton for Lhilicuns 4 14. 

ft ( umpleienesK j 4 ^ ^ 

') Jiinhlies cost ; 4 4 ~> 

Haitnit Code 1 • pour z • Uir J • uood 4 • v^rv «ood j * ^xc»''!<'-m 



lems encountered m the care of 
the older person, it does address 
some aspects of genatnc care 
rarely seen in common textbooks 
on genatncs. It is a useful book 
for pnmary care physicians inter- 
ested m providing quality genatnc 
care. 

The first section iii devoted to 
fundamentals of genatncs. The 
essence of good genatnc care, 
according to the authors, is the 
"appixsach ' of the physician, 
which emphasizes the whole 
person. Next, the biology of aging 

addressed. Oescnptions that 
dtstin ^uish changes due to oging 
fr>cn those due to disease are 
frequent. This section ^ much 
better than similar seci ons m 
other genatnc texts. 

The section on diagr.osis is 
weaker. While the chapters cov- 
erng falls and spine problems 
•f re very good, others sutfcr from 
superficiality ntr biased presenta- 
non. In the next section, man- 
agement issues are .^ddress<»d. 
The e are oasic. shon. and to the 
point. While some aca<*emi::ians 
will find tn^ m too basic the busy 
practitioner or reside... vili find 
xtp^m h^lpi I and practicaL 
Perhaps the most illummsting 
and ttres'iins; section is the last 
— Cjn-rovc^ies m Gen;amc Med- 



icine. Hypertension estrocen 
therapy, nutntion, surcen. and 
ethical dilemmas m the eidenv 
are discussed A pronlem-^oKmc 
approach that emphasizes vaiueb 
and the ability to cope with 
uncertainty are emphas zed 
Rarely does one see such .ueht- 
provoking vsrnting in a textbook 

Family practice educators wiil 
find the self-assessment quesiions 
(123 multiple-choice questions' 
and the patient rrmna«ement prob- 
lems <sixi. pamcuiariy heipr\ji 
These tools will also be benericiai 
to physicians stud,vln^ for the 
boards 

(Iltn'cal Aspects 01 Agine;. 
Second Edition. Reichei tv, Eai 
tor: 64Z pp. B^itimor^ 'Adliam.s 
and ^^Ikms, 19«3. S49 95 

Reviewed by 

G^nUd *2oodenough, MD 

A gieat deal of mformanon has 
been pecked uko this quite por 
table volume pan because o\ 
the smaii pnnti. whose onscinai 
purpose was to emphasize the 
ger^atnc patient ^nd the specia' 
needs of the cider.y while the 
booi* can be used as a quick 
rrlercncf. it is also ven' readable 
and. as stated m the prerace 
assembled for the general 
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audiencf. 

Tht bocft IS dtvidtd mio rwo 
stenofu. Tht Urftr l^^t itcnon 
dtaa with ciinictl Miuauon. 
druf thmpy. «nd dupttn thai 
art sptofic tor dUbrtni or^ i 
sysitnu. Thttt ctupttrt trt com- 
prtntniuvt. u|>*<o-ctit. and pmc- 
ncai Tht chanitr on drug pre- 
scnbing for tht tidtHy by Ptter 
Umy dtatrvts sotoal mtnoon 
for Its pantnt-ontnitd aoproach. 
Rootn Landman s chapitr on 
fluid and titctroiytt baianct 
onncs a difBcult toDtc mio s aro 
focus and ciai.nes tht issuts in a 
very concist way. 

Tht stcond stcnon. "Othtr 
Consadtranons. dtais with bio- 
ioocai aaptcts of aiinf. dtmo- 
zrapnics. sooaJ issuts. and atn* 
rudts about stxuaiify and dtath. 
Consptcuousiy aostnt is a chaottr 
atvotto to comortnensivt func- 
nonai asstssmtnt. with a discus- 
sion or sonit of tht current asstas- 
mtnt toou avaiiabit. Tht book 
must bt seen as a vaiuabit adai* 
tion to tht llbraiv of busy pracn- 
noners. tducatori. studancs. ano 
even poiicy»maktn. 

LMenoala of Qinirmi GenairwL 

K ne HL OusiMnder JC Abr^ss 
iB, £dirors. 3€9 pp. 'pMoerOMCK.. 
Vew YOrK, .VicCrtw HtlL 2964. 
529.35. 

This sm'iiL compact book by 
three phyMoan*. members of 
The UCLA muUiCampus division 
of ftrutnc mediant, is meant to 
be used as an introductory text 
for residents, fellows, or fourth* 
year mtdicai snidents. It is dearty 
written and full of charts and 
tables. The book is orgamxed m 
three aecnona: genatnc aaaeas* 
ment. di^ertnoai diagnoeii and 
manaferaent of common prob* 
lema. and genenal mrnafement 
stntegie^ including an approach 
to drug ttwnpy and the uae of 
iong*term cart reeoureee. The 
book also containa an appendix 

forma. Many it the eham and 
tabiea are quite helpAiL although 
some are too long and detailed. 

There is some unMnnoaa in 
tht quality of chapters. Some. 



such as the chaottr on mconn- 
nence. art txtremeiy well wnnen 
and resear chtd Dr. Ouslandtr. 
one of the authors, is a naoonaily 
recogniaed authonry m thu area. 
Tht chapttrs on demograpny 
iairogenesi^ and de^opmg din* 
icai oanent cart plans are also 
pamcuiariy illuminating. Othtr 
chapttrs. howevtr are more 
skercny and theore ^ai. ontn 
presenang geneniioe ind thus 
liminng tht booa s usefulness as 
a p t i ere n ct ttxt for dimcxans 
Lacx of speo5c theraoeunc rec- 
ommenoi lons is the most sxf* 
nificant &aw of tht boo&. wmcn 
undtriints lU importance as an 
introducnon to gerumcs ratner 
than a standard reterence. It can 
be highly recommended %s a 
resource for resident? or fiellows 
;aiunf a §en> tic rotation. 

Prima y Care Geriatrics. 

Ham fl Editor. 2SZ oa PMocnmcxj, 
Boston, wngnt PSC inc.. 19SZ, 
S39.S0. MvMiiMoiefrom STFM. 

Aei^evvd bv^ 

Lmdm McNuity. PhD 

PrtrrtMry Care Cerrarncj is a 
large paperoack teacninf man- 
ual' prepared pnmanly by Dr 
Ham. a nationally recognued 
£smily pnysiaan wd genatnoan. 
The text is designed to provide 
an ovt no ew of genatnc issues for 
students and residenu and is 
most useful for these learner 
groups, tt unique in that it 
tm^haaues a rue htied ieaming 
approach, and deals only with 
mulndisaplinary»cypc problems 
commonly seen m ekkHy people 
These indude con&iaion. aca* 
dents, genito-unnaiy problems, 
and immotailiaaooru While Dr 
Ham ia the pnnapal author of 
moat chapters, he haa eiiated 
other conrHbutors who are 
luuonally recognued authonties 
in some of ttiete araaa. Tht daa^n 
and offanisaoon of chapters and 
content metenal aie eneUent 
and ttie ease prnliitini are well 
prepared and appro pnate for 
medical educatiotL The inacnic* 
nonal design u aound: each sec* 
non includes obtec o ve pretesu 
and poattests. 
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A gmt amcunt ot matenai ts 
in small onnt. majana rhe dock 
difBcult to read for ion$ penoos 
of time. Some caae presenunons 
are a bit iengthy ano lose their 
impacT aa teacning toois. One 
ami important m nannt eiotny 
that u not cc ^ere d is ct^st cacrors 
ano the oider panent s aoiiiry to 
p)ay for senaces. 

Core Of Geriatric Medicine. 

Ubow LS. ShermMn FT. Lanorz. 
34: po.. St Louis. Mosoy ZSSO. 

Xevwwed bv 
Gr^u Warsheir. WD 

ThisTJOOK was editec Cioseiy 
by Ors. Ubow and Shtrnun and 
includes contnbuaons or.maniy 
from otner acuity reiatec to :ne 
Jewish Insntute for Genatnc Care 
m New Hyae Pant- New >onc The 
booK has a consutent rormai ;n 
wnich each chaoter oecins witr 
atotudirul. cogrutrve. ano siull 
obiecnves. snd a pretest At tne 
end of each chaottr. antr tht 
i t f trt nc e s . tht authors inc:udt a 
posae^i with answers In this 
way rht booic ooes serve as an 
txctUtnt basis for deveioDins a 
ctmculum m gtnatnc mecicine 

The booa s content is at a levei 
most appreciated by meaicai 
students* but it couio also serve 
as an introducnon for family 
practice reetdents. Some areas 
lack enough depth for resiotnts 
or pracnang physicians. The 
subteets covered arc somewnar 
spotty: thus, th^ booa is not a 
c tmiprehensive review oi ler^mc 
mediane Some sections, however 
are excellent tndudmg the chat> 
ten on stroke, frsctured hio. 
ampuUQon. prttsure sores, and 
mcontmence. There are also solid 
chapters on speech and language 
disorders, heanng disorden. vt* 
sual disorders, and disoroen of 
the foot The book contains few 
photographs or dtagnuns. but 
there art sotne pamculany nice 
pictum in the foot and renabiij- 
tanon chapters. 

In summary, this i> a uacrul 
book for medtcai students on 
oncMnonth rotations ^me cfuo- 
ten w%l\ be oi mitrest to umiiy 
mediane reaidentsand tacuitv 
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LIST OF GERIATRIC RESEARCH EDUCATIONAL 
AND CLINICAL CENTERS (GRECCs) IN VA MEDICAL CENTERS 
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Section I 



EDUCATiONA'. RESOURCE DIRECTORY 
GERIATRIC RESEARCH. EDUCATION AND CLINICAL CENTERS (GRECCs) 
OFFICE OF GERIATRICS AND EXTENDED CARE 



Address/Of fire Symbut 


F ederal Telephone 


Comoierclal 
TeleotKinc NlmiIim 








Geriatric Research, Educate vi 

^ Clinical Center (162/(i<) 

John L. HcCiell2tfi Memorial V^ Metlical 

Center 
4300 W« 7th Street 
Little Uuck, AH 722u5 


7i5-2bl ] 


(501 ) 661-1202 
Ext. 2813 


CAU^tJI^IA 






Geriatric Research, bduc at itjo 
and Clinical Center (182B) 
Palo Alto VA Medical Center 
3001 MUarda Avenu? 
Palo Alto, CA 44304 


449-S846 


(4 '5) 493-5000 
Ex.. 5846 


Geciatric Reseatcfi, Vx\ncai un 
and Clinical Center (Hi::) 
Sepjlveoa VA Medical Center 
16111 PluMier street 
. SepJlveda, CA 91343 


%U-9484 


<818) 894-2722 


Geriatric Research, Fzlucat i<jn 
and Clinical Center (Wllo) 
Nest Lcs Angeles (Wadswutih) 

VA Medical Center 
tiilshire Sawtelle Blvdb. 
West Los Angeles, CA 90071 


I 91) ;94-610b 


(213) B24-4301 
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EDUCAIIONAL RtSOURCE DIHECTOHY 
GERIATRIC RESEARCH, EDUCATION AND CLINICAL CENTERS {GRECCb) 
OFFICE OF GERIATRICS AND EXTENDED CARE 



Addre&s/Oin<e Symbol 



Geridtnc Heseaich, fc:ducdti(4i, 
and Clinical Center <lb2) 
V\ Herlical Center 
Gainesville. 32602 



MASSACliUSt-ns 

tiertatric heseaicb, fc/'ucat itjfi 
and Clinical Center Ott2B) 
Bedlord VA Hedical Center 
bedtord Division 
200 Springs Boda 
beutord, MA UI7J0 



Ger latric He /learct), bducar i.41 
and Clinical Center (HA) 
VA Hedical Center 

UUO Veterans of KoreKjn Wari^ P^ii kway 
West toxbury MA O-flii 



MINNLSUIA 

Geriatric Kc'seirch, Eoucat Kxi 
and Clinical Center ( IIG) 
Minnea|x>lis VA Hedical Cefiter 
S4th St* 48th Ave., Si>uth 
MU¥¥;apoi is, MN 554 1 / 



I edei al 1ele|>h(jne 
System (f IS) 



b4u-06il 



CvKDinercifil 
i iMephurie Number 



(904) 3/4-607^ 



(617) 2;S-7SOO 
txi. 631 



2(MI 



/H4 6 U i 



(bin 321-7700 
t:xt. 5990 



(612) IJ'^-Udl 
tut. 6313 
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EDUCAIIONAL RESOURCE OIRcCTORY 
GERIATRIC RESEARCH, EDUCAlIf N AND CLINICAL CENTERS (GRECCsl 
OFFICE OF GERIATRICS AND EXTENDED CARE 



Address/Office Symbol 



F eder, * Telephcme 
Sys,. T» [i IS) 



Commercial 
leleplKtne Number 



MISSOURI 

Geriatric Reseat ch, tducai i<n 
2»d Clinical Center (lll(;iB) 
St. louis VA Medical Cent pr 
Jetferson Barracks 
St. iX)uts, MO 6312S 



lOnil CAROLINA 

Geriatric Researc'ii, Educaticn, 
3g}u Clinical Center (MA) 
Durham VA Medical Centf r 
508 Fultcn Street 
Durhaii, NC 21105 



WASHlNiriUN 

Geriatric Research, Mucat i<)n 
and Clinical Center ( IB2B) 
American Lake Divisim 
American Lake VA M«lical Cenft-r 
Tacnma, MA 984^3 



Geriatric Research, fckJucat i jn 

Clinical Center ( 
Seattle Divisl'jn 
Seattle VA Medical Center 
4435 Beacon Avenue, 5]Outi) 
Seattle, WA 98108 



2 76>720S 



(314) 894-4659 



629-6492 



(919) 286-0411 
Ext. 6492 



396-69 30 
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396 2308 



(206) S82-8440 
ext. 6930 



(206) 762-1010 
Ext. 2308 
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APPENDIX H: 



AREA HEALTH EDUCATION CENTERS (AHECs) 



PROJECT DIRECTORS 



ARIZONA 
Ovctor 

Aftforta Art* HMtm EduCBinn 

Aural M«««« otfie* 
UKiWVtv pi Anfona 

Tuetun A2 85716 

ARKANSAS 

• Ch*rit« C/«Aforo DOS 
AHgCPf09Wv« Slot 599 
Unf««rvtv 0* Antantat lo^ M to m > 

Sc«nets 

Mtsi Maf«na;Ti Stratt 
Lrtfi«Root ARTTSDS 

CAUFORNIA (SUIvwMt) 

• M«COIfA S M MMta M 0 

Promet Oiiwof 
CAi(lom« AhCC Sff«««n 

Scnoot of MMCww Aot/r.??4-S 

• Oar k JonM 

Anooaii ^foiact Oiftctor 
Caiiiomia amEC Sy«i»fn 
$iai»«NOt Oriica 

r*v«no CA93727.70M 
CALIFORNIA 

(CoU^gt of O^topathk M«dlonc) 

• Ba«ttt.0 0 
amEC P >opf»m Otrvcio^ 
CoMppeof Otiaootir^ Mtocma 

of mt Pacrt< 
Coi«Qt ^aia 
PofWta CA9t766>i889 

COLORADO 

• ftctiAnn SaMor Pt^ D 

Oifvaof S£ARCH/AM€C PT07f»fn 
4reo Eati AvvfHia Boxaom 
Unf««r«ivof Coioraoo 
Haaiw^ Soonon Oof^ta^ 
0a n »ai CDB02U 
(303) 3N'5M5 



FLORIDA (SCOM) 

• SiMf^B Zueaar.DMO. MEd 
amEC Pvoywv) Ommiv 
S«uttwMKm CoMaya Of 
Oatf aaif^ Ma^Kvia 
1790 m rm ^m m&> Smt 
Nanfi •mn Fl33ift3 
(3Q5t •«MOaO. Est 377 



FLORIDA (lM«maity of M^) 

• tamMj^ogtiMO 
AMEC^voiaeiD«f«c.or 
^f^M^^^y oi fcaia^wi 
PO •oiOliOPI 
MvM n.33101 
.:305) 5474547 

GEORGIA/ALABAMA 

• Daraai S tmmanttaJ M 0 
amEC ^'DQiaf* Owciv 
Oia«ma#vAaaociaia Proitnor 
Coffwmmrty Ma0i«:«^ 4 ^am«v Pracuca 
Mofa^iouaa Scftooi ot Mad cin a 
720Wtt»«««Orv««$W 

Aitama G^303iOU95 
(404) 752-1624 

KANSAS 

• A J varniat ^ 0 
Oifteiof 

Caw for Smoanf Aftatfi 

4 EOucanonai Otvaeomtnt 
'jiiiwafwiv of Kanaaa Maoi c m Canitr 
39m ane f^inoow 9ou««ard 

KvtanCiiv '<S 66103 
(9131 566-4696 
KENTUCKY 

• A<nart3 M Sw^an P^ 0 
AMEC P^oiaci Oifacio' 
Atsooaii 0^»n lo* Acaovmrc Affl^rs 
Scttooi oiMattcnt 

Un<««r«rtv of LomtWte 
LOijttvMit KYiC292 
(502> S66-71S9 

• McnaaiBvma 

Dtourv Dvrocior 

turn* aoorttt ano ia*ap>ione ai aoov* ) 

MAINE (Tuflf ) 

• Monort A Maooff M C 
AMEC Protact OiraciOf 
Scftoo* of Mac cma 
Tufia umvmw 

Dvoanmtni oi Commumiy HaaJtn 
l36Hamson Atf«« « 
Boaion MA 0211. 
(617)956-6563 
MAINE 

(CoUtgt of 09t9op«thlc Mtdiclot) 

• Sh^nav A Pn 0 
AHEC PfDfor 0»«Clor 
Aiaooaia Doan o( Omca' 'a>n 
CoMapf of Ot»opaihic Uaw<c>na 
Univoftftv of Nfw Engtana 

1 1 HHIt dmcA Aooo 
BMtfOTQ ME 04005 
{207) 213-0171. EjU 337 

MARYLAND 

jamati Huoaen MO 
AMEC PvQiact Owaaof 
Unmrrmf of Mar»<anfl aheC 
Sehod of uadCMa Aoom i4^i 
f far** C O'awia* Waaaa^cft Biaid**^ 
655 waat Baiamort Strati 
Bamrviort MO 21201 
(XU 526-5465 
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MASSACHUSETTS 

• Mcftaaf E Hupoan M P M 
Ovaoor 

StaiTMOa AHEC Pvovrarn 
U m iar n iypi Mc^aox/aaiti Ma a ca< 

Camar 
55UaaAMnuaNQnh 
\Mor9asiar *AA0i60S 
(6in65*-325S 

• A^ Otuff«n M PM 
Aaaoeaia 0<raaor 

( wma aooraat ano lawor^orta as aoow* i 
MICHIGAN 

• ►^igo UNario M 0 
Proiac! Oiracio' 

Northaui-Non^ Cantrai Micni^an akEC 
Co»a gi of M^mn lai ocy ^ a 
Mi cft iya n Stata Urx««r«tY 
Sa^naw Coooarafn-j Hoaoma tnc 
1000 Houqmon Sfraat 
Sa^rxaw Mi 46602 
(917) ni-667B 

MINNESOTA 

« jortn w LaBrat M 0 
amEC Profaei 0*factor 
Univartfiv Of Minnatota 
A 306 Mavo B«»idff>Q 
»0 8oi50^ 
Minnaaoont mn 55455 
(6121 3T3-7615 

MISSO*JRI 

• Thomas Ncmas m c 
AMEC Pfoiaci Oiraaof 
watfwi MfpMun AMEC 
Tfuman Maocai Camar/Eiff 
Litiia Biua r/td Laa i Sumrr\«t Roac 
Kar»sC4v MO 64139 

(6161 373-4415 Est 463 
(616) 373-6210 
NEVADA 

• Caroitf^FoTQ M PH 
Acting AMEC Proiaa Oi'aciof 
Uniwa ' aii^ of NMOa-Aa<v 
Orica of Auraf Haanh • MS 20 ^ 
Aacx NV 69557 

(7021 764-4641 

NEW JERSEY 

• javA ZBHwrnf 

Acting AHEC Pro9ram O«racior 
Atiannc Gtv Ma«eaf C^nitf 
7925 Paof« Avanua 
AiiamicCiiv ^U0640^ 

(6Q91 4414094 

NEW MEXICO 

• Laonaro M NaoOk»no ^ C 
Oaan So^ofMaoc^ 
AHEC ^roiaci D^actor 
Unnaraay of Hmm Mav»co 
Vl9$iar»lQrdDrMa N fc. 
Aftuoiiaroua nm6713i 
(506) 277-2321 

• mmtm h wiaaa. M D 
AMCC Ooouty ^voiaa Oracior 
l^Maraayeff 
Scmiaf I 

OfFamay Convngnay ano 



24G0TuairAaaM nL 
AiMuaroMa NM67t3i 

(506) 2n.3Z53 
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PROJECT DIRECTORS 



NORTH CA^^OUNA 

• EugmS v«y«r MO 

AHCC Pvogrwn Oirwor 
Scmi 01 MMCins 221 H 
ChaotiHiii NC27SU 

• John Ptvnt 
OtpufV Oirvcfor 

(Mff • MOrw tnd (t4tpr>on« m MM) 

NORTH DAKOTA 

• Jot^ N Johnson M 0 
Own 

AHIEC PrOlOCt DirvCIOr 

School 01 Mod em s 
Umworvry of North OofeOM 
QffM Fontt. NO St202 

OH^O 

• Konnom Aow* Jr . M 0 

AH€C Pfogf am Oirociof 
AciinqDoon CoiMg* Ot KMciho 
Univortifv Of Ctncmntti 
231 B«<httoa AwofHi* 
Orcmntb OH 45267-0555 
(513) «7?-r333 
OKLAHOMA 

• ^hcftarO Wanolov Ph 0 
AH€C ProfOCt DtfOClor 
Olohoma CoiiiQO of Ostoopotfuc 

MoeiO?W M SorQtry 
1111 MMt l7fn£trooi 
TOIM.OK 74107 
(9181 582-2724 
PENNSYLVANIA (Pftttburgh) 

• Gtor^f M. Berfl»er. Jr., M.O, 
Dean j 

Scftooi of He^tcine | 
UflwersUy of PUllburgh 
K.240 SC4)fe H«ll 
FUtldurqn. PA 1S261 
(412) 648-8975 



SOUTH CAROUNA 

• Hohry W Kotitfia ^' ^ 
AOffWh^VatOf 

Scum CArOHhi AHCC 

MoOiCil urwwfmtf of SouV) Carotmo 
171 Athioy Awonuo 

Chtnn«on,SC 29425 
(•93) 792^1 

SOLTTH DAKOTA 
• 

Amtlont l^^f) fof Suooort Sarvcoo 

AHEC Progrwn Otroctof 

ATM HNRh Eoucabon Comor Program 

Schoo* of Madcma 

Tiia UnivafVity of South OmtA» 

Vtftntflion SO 57069 

(606) 677 '>4Q3 

TENNESSEE 

• Edwma E.H Hamov. MA 
0<faciof 

AHuC Pfografn of Tannaaaaa 

c'o wiMn> Maetcat C ooay 

Sere ^ of MadiLina 

1005 0 6 Tood Jr Bouiavanl. Boi 7 \A 

NatnvWIa TN 37206 

(6td) 327-6634 

TEXAS (South) 

• A Yvonna Rutsati MO 0 
Aavttanf vca Pratioant tor 

Communiry Attairi ano 

Pro^aatof of Padiatncs 
Tha Ijnfvr niv oi Taxai Madcai Bmnch 
Sutia 528 Aomcmttration BuWing 
G«»vMton TX 77550 
(409) 7^1^780 

TEXAS (WMt) 

• Mana &ana a Ftooo 

AHCC Program O'racior 
School of Maacina 
Taias "acf^ unwarfirv 

Haaim Sciancat Cantar 
El Piao Ragion4( >caoamic Haaitf) 

Cantar 
4800 Aibana Awanua 
El PilO rx 7M05 
r9t5)533-XX :.xt.400 



VIRQINU 

• toawdO HaMfl Jf.MO 
AHJC f^^oiaci Oiracio' 
toMTh virgaiLj MaecaJ School 
PC tel9«) 

NsrfoH. VA 23901 

raoii 446.M73 
WASHINGTON (WA, AK, ITT. ID) 

• Thaooortj PhiMoa.MO 
<^ng Daan Schooi of i ia^ a ni 
omcaofthaOaon $0-^ 
UnMvraity of Wathingion 
A-300 Haaiih Sciahoaa But^Omq 
Saania wa 96196 

(2061 543-1515 

• Wayna w M>^fi. M 0 
Oiracior WAMI Progrvn 
Aaaooaia Oaan for Ragtonai Affawi 
Schoo* of Maoctfia. SC^ 
Umi^^rty of Washington 

Saania wa 96195 
(206) 545*2491 

• Oavt^Johnaon MO 
Ai ccDtfvetor 
AHEC Program Off na 
Sc hoof of Mao etna 
Unrvartity Of Washington 

Haaim Sciane»i BmiOtng. E*X7 50*64 
Sssnis WA 96195 
(206) 54>6020 
WEST VIRGINIA 

• Wlliam O McMilan Jr^ M 0 
AHEC Profaci Oiraetor and 
Assooaia vca Pfssicoant tot 

Haaith Soancai 
Madtcai Canfar-Chartasion Otvtaion 
3ii0MacContai4Wanua.S E. 
O Bnat ton WV 25364 
(304) 347.1206 
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APi ~^DIX I 

LIST OF HOSPITAL BAbED HOItc, CARE (HBHC) 
PROGRAMS IN VA MEDICAL CENTERS 
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Hospital Based Bone Care Program Coordinators 



Ms. Carol Owens (llCl) 
Hospital Based Home Care 
VA Medical Center 
Albany, NY 12208 
(8) 563-9311 X208 

Ms. Juanita Gibner (]18F) 
Hospital Based Home Care 
VA Medical Center 
Albuquerque, NM 87108 
(8) 572-9541 X2339 

Ms. Joyce Lawrence (118) 
Hospital Based Home Care 
VA Medical Center 
Allen Park. MI 4"^10 
(8) 378-8387 

Dr. Joseph Rowe (I'^OC) 
Hospital Based Home Care 
VA Medical Center 
Atlanta, GA 30022 
(8) 243-1537 

Ms. Marilyn wagster (IICH) 
Hospital Based Home Care 
VA Med:cal Center 
Baltimore, MD 21218 
(8) 922-5515 

Ms. Cynthia Vitters (lllH) 
Hospital Based Home Care 
VA Medical Center 
Bay Pines, FL 33504 

Dr. Veronica Scott (lllB) 
Hospital Based Home Care 
VA [iedical Center 
Birmingham, AL 35233 
(8) 534-6842 

Ms. Paula Naylor jllC) 
Hospital Based Home Care 
VA Medical Center 
Boston, MA 02130 
(8) 839-0980 X3980, 3979 



14 



15. 



16, 



Mr. John A. Sperandc il22Hj 
Hospital Based Home Care 
VA Medical Center 
Brooklyn, NY 11209 
(8) 265-6459/60 

Mr. Daniel Kovach (lllE) 
Hospital Based Heme Care 
VA Medical Center 
Buffalo, NY 14215 
(8; 432-2606 

MS. Carolyn Lowery (IIH) 
Hospital Based Home Care 
VA Mec'ical Center westside 
Chicaao, IL 60612 
(8) 388-3592 

M.S. Carolyn Hostetler '118W' 
Hcsr^^tal Based Home Care 
VA Medical Center 
Cleveland, OK 44C1£ 
(8) 294-7402 

Mr. Roger Langland (181) 
Hospital Based Home Care 
VA Medical Center 
Columcia, MO 65201 
(8) 276-6780 

Dr. Josepn W. McKeever (111! 
Hospital Based Home Care 
VA Medical Center 
Dallas, TX 75216 

Ms. Karen Sims (IIB) 
Hospital Based Home Care 
V\ Medical Center 
Denver CO 80220 
1 :) 522-2981 

Mr. Robert Hunt (122A^ 
Hospital Based Home Care 
VA Medical Center 
Durham, NC 27705 
(8) 629-6628 
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17. Ms. Maddalena Fontein (181D) 
Hospital Based Home Care 
VA Medical Center 
East Orange, NJ 07019 
(8) 342-1575 



!5. Ms. Judith Karklms (llCl 
Hospital Based Home Care 
VA Medical Center 
Little Rock, AR 72205 
(8) 742-2500 



18. Ms. June Mrazek (118G) 

Hospital Based Home Care 
VA Medical Center 
Gainesville, FL 36202 
(8) 947-6005 



26. Mr. Homer Thayer (122) 

Hospital Based Home Care 
VA Medical Center 
Loma L:nda, CA 92357 
(8) 785-2281 



19. Ms. Jill Adelman (118H) 
Hospital Based Home Care 
VA Medical Center 
Hines, IL 60141 
(8) 387-3242, 3240. 3241 



27, Ms. Phyllis Woodruff ^118; 
Hospital Based Home Care 
VA Medical Center 
Long Beacn, CA 90822 
(8) 966-5470 



20. Ms. Gloria Quintanilla (i:OA) 
Hospital Bc.sed Home Care 
VA Medical Center 
Houston, IX 77211 
(8) 527-5163 



28. Ms. Theresa Drinka (lllGE) 
Hospital Based Home Care 
VA Medical Center 
Madison, WI 53705 
(8) J64-1446 



21. Ms. Carol Alfs (118) 

Hospital Based Lome Care 
VA Medical Center 
Indianapolis, IN 46202 
(8) 332-2131 



29. Mr. Charles Turner ^IICH 
Hoi>pital Based Home Care 
VA Medical Center 
Memphis, TN 38104 
(8) 222-5110 X7342 



22. Ms. Marcaa Emmons (lllG) 
Hospital Based Home Care 
VA Medical Center 
Iowa City, lA 52240 
18) 8633-6409 



Ms. Marlene Barkley (llA) 
Hospital Based Home Care 
VA Medical Center 
Miami , FL 33125 
(8) 350-3111 X3032 



23. Ms. Jane Gockel (llCl) 
Hospital Based Home Care 
VA Medical Center 
Kansas City, MO 64128 

24. Ms. Phyllis Combs (IIG) 
Hospital Based Home Care 
VA Medical Center 
Lexington, KY 40511 

(6^ 352-3644 



31. Ms. Ruthann Swanson (IIP) 
Hospiral Based Ho'^': Care 
VA Medical Center 
Minneapolis, MN 5541"^ 

32. Mr. Paul Rogers (181) 
Hospital Based Home Care 
VA Medical Center 

New Orleans , LA 70146 
(8) 682-5287 
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33 . 


Ms. Ann Feder (IIH) 


41 . 








■ 




Hospital Based Home Care 




Hospital Based Home Care 






1 




VA Medical Centner 




Va Medica' Center 










New York, NY 10010 




St. Louis, MO 63100 










(8) 660-9662/9396 




(8) 276-4100 X525 






1 


34. 


Ms. Carolyn Wunder (111) 


42. 


Mr, Manual de la Garza (1 


BIB) 








Hospital Based Home Care 




Hospital Based Home Care 










VA Medical Center 




Va Medical Center 






B 




Northport, NY 11768 




San Antonio, TX 78234 










(8) 663-2220 




(8) 738-5152 






■ 


35. 


Ms. Meryl Rappaport (18rB:"-MPD) 


43. 


Ms. Nancy Hillyard (llBi 










Hospital Based Home Care 




Hospital Based Home Care 










VA Medical Center 




VA Medical Center 










Palo Alto, CA 94304 




San Diego, CA 92161 










(8) 449-2986 




(8) 897-3551/3948 








56. 


Ms. Lydia Shipley (117E) 


44. 


Ms. Sharon Koski (IICIC) 






■ 




Hospital Based Home Care 




Hospital Based Home Care 










VA Medical Center 




VA Medical Center 










P^.lladelphla, PA 19104 




Sar. Francisco, CA 94121 






1 




(6) 481-6356 




(8) 470-2765 






1 


37. 


Ms. Elisabeth florek (IIC) 


45. 


Ms. Sarah Etchmson (116; 










Hospital Based Home Care 




Hospital Based Home Care 










VA Medical Center 




VA Medical Center 










Pittsburgh, PA 15240 




Seattle, WA 98108 










(Bj 726-3386 




(8) 396-"173 






S 


38. 


Vacant (llCl-P) 


46. 


Ms. Ofelia Granadillc (11 


1 G ' 




.1 




Hospital Based HoT.e Care 




Hospital Based Home Care 










VA Medical Center 




VA Medical Center 










Portland, OR 9:?;07 




Tampa, FL 33612 










(8) 424-2127 




(8i 826-6602 








39. 


Mr. Williar. Marlowe (IBIA) 


47. 


Ms. Judy Arnold (lllHi 










Hospitdi Based Home Care 




Hospital Based Home Care 






■ 




VA Medical Center 




VA Medical Center 










Richmond, VA 23249 




Tuccon, AZ 85723 










(8) 982-1391/1829 




(6) 74L-8426 






■ 


4C. 


Ms. Rebecca Burrage (lllJ) 


48. 


Ms. Maureen Lobb (16A' 










Hospital Based Home Care 




Hospital Based Home Care 










VA Medical Center 




VA Medical Center 










Salt Lake City, UT 841 




Washington, DC 20422 










(8) 588-156 ■ X18ie 




(8) 745-8426 






■ 






49. 


Dr. John Wasson (IIB) 






■ 








Hospital Based Medical Ca 


re 












VA Medical Center 






■ 








White River Junction, VT 


050c: 




■ 








(8) 834-1544 




















■ o 
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Answers to Post-Assessment Tests 
for Model Geriatric Cierkship for PA Students 



Part I. 



A. 


Code 


Questions 






1. 


E 


10. 


E 




2. 


D 


11. 


C 




3 . 


B 


12. 


B 




4. 


E 


13 . 


D 




5. 


E 


14 . 


E 




6. 


C 


15. 


D 




7. 


B 


16. 


E 




8. 


C 


17. 


A 




9. 


A 


18. 


D 


B. 


Best 


Answer 






19. 


B 


22 . 


C 




20. 


D 


23 . 


C 




21. 


A 






C. 


Matchina 








24. 


B 


26. 


A 




25. 


A 


27. 


A 


D. 


Matchina 








28 . 


A 


31. 


C 




29. 


D 


32. 


D 




30. 


B 






Part II 








A. 


Case 


Histories 






1. 


B 


4. 


E 




2. 


C 


5. 


E 




3. 


C 


6. 


B 


B. 












1. 


E 


5. 


B 




2. 


E 


6. 


C 




3. 


A 


7. 


A 




4. 


C 






C. 












1. 


C 


3. 


£! 




2. 


E 


4. 


D 
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GLOSSARY 



t^^i'^^^^^^ — Living (ADL's) ; basic self-care tasks which 

include feeding, continence, transferring, dressing, bathing and 
toileting. 

Mu:it day health care; an organized day program of therapeutic, 
social and health activities and services, provided to elderly 
persriis or others with physical or mental impairments for the 
purpose of restoring or maintaining optimal capacity for self- 
care . 

Adult social day care ; programs which provide social inter- 
action and support services to elderly persons and functionally- 
impaired adults who can benefit from day care but do not require 
the full range of services available in adult day health care. 

Ageism; prejudice toward and discrimination against people 
because of age. 

Case management ; a coordination of administrative services 
linking the client and the providers of long-term care. Often 
case management programs provide client assessment, service plan 
development and follow-up monitoring. 

Continuing cs^re retirement communities (cCRCs) ; senior 
r^.sidences that provide multiple levels of care ranging from 
independent living to skilled nursing care. CCRCs may also be 
called "life care communities" or "continuum-of-care facilities". 

Home health care; health services provided in the home of the 
elderly, disabled, sick or convalescent. The types of services 
provided include nursing care, social services, home health aide 
and homemaker services and various rehabilitation therapies. 

Hospice ; a concept that refers to enhancing the dying person's 
quality of life. Hospice care can be given in the home, in a 
special hospice facility or a combination of both. 

Instruinental activities of dail y living (lADL's) ; tasks of daily 
living that are more complex than adl's and require a combination 
of physical and cognitive abilities, such as reading, writing, 
shopping ard managing money. 

Intermediate care facility riCF) ; provides health-related care 
and services to individuals who dc not require the degree of care 
or treatment normally given by a hospital or SNF but who do 
require health-related institutional care above the level of room 
and board. 
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fienabilitation therapy; therapy aimed at restoring or maintair .a 
Sh.2???^^f • P°f^ibl« function and independence ?orpa?!e^^s^^ 
!,ti?^iii^J!^^°^^^?"Py especially usL'ul to perso^fwhS h^v. 
'^ir.tlllT.Z,o^^^^^^ '^^^^^ -ndered the. 

n^n'^^!?^^''^ ^ facility: a residential setting for people in 

Sdi^ S-S^ facility XSNFI: provides the greatest degree of 
medical care in the longterm care continuum. Every calient is 
under the supervision of a physician, and the facility has a 
transfer agreement with a neaJby hospital. Twen?i-foL hou? 
care'?? cLfo?'^"^ " Physician o^-call to ^C^Ls^med^cL 
care in case of emergency. May b- covered under Medicare (f^-r 
only the first loo days of admission) and MeSicaid ^ 
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INDEX 

activities of daily living (ADL's^, 249 
acute care settings, 88, 89, 93, 131 
adult day health care, 249 
adult social day care, 249 
affiliation agreements, 95 
ageism, 11, 24, 131, 249 
AKEC's, 87, 235-237 

attributes of PA's in geriatrics, 17, 18 
caregivers, 16 
case management, 249 
clerkship schedule, sample, 135-145 
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